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Epidemics of jaundice have occurred among troops in 
the armies of many nations in the past. The French 
have referred to the disease as the “jaundice of camps,” 
and the English have often called it the “jaundice of 
campaigns.” Outbreaks of jaundice in civilian com- 
munities in this country and abroad have been well 

- described. Jaundice of the usual so-called catarrhal 
type occurs frequently among troops of our armed 
forces. Such outbreaks are characterized by an incu- 
bation period of twenty to thirty days or less and a 
spread by contact. 

The occurrence of large numbers of soldiers with 
jaundice at widely separated locations here and abroad, 
early in 1942, had certain characteristics differing from 
the well known infectious. or catarrhal jaundice. Of 
special interest was the fact that the outbreaks were 
invariably associated with administration of certain lots 
of yellow fever vaccine. Noteworthy were the obser- 
vations that incidences were reported simultaneously 
from locations widely separated from the Pacific to the 
Atlantic and from the North to the South and the 
absence of demonstrable contact between these units as 
well as the absence of secondary outbreaks in locations 
at which this type of jaundice had occurred. 

The clinical course of the disease was strikingly uni- 
form in the great majority of patients. It resembled 
closely so-called “catarrhal jaundice.” The onset was 
gradual, or imperceptible, until the appearance of jaun- 
dice. The incubation period was from forty to one 
hundred and twenty days. Increased susceptibility to 
fatigue, anorexia, nausea, vomiting and diarrhea were 
among the prodromal symptoms. There was usually 
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a normal temperature and leukocyte count, with occa- 
sional relative increase in the monocytes. Then there 
was noted darkly colored urine, lightly colored stools 
and yellowing of the skin and scleras. 

The liver was enlarged in about 20 per cent of the 
cases. Bile pigments appeared in the urine and blood ; 
the icterus index ranged from 15 to 200 or higher, the 
prothrombin levels were reduced and the results of 
liver tests indicated various degrees of disturbance of 
hepatic function. 

The vast majority of cases were mild, with recovery 
in four to eight weeks. In a small number the disease 
was more severe, and there were a few deaths, a case 
fatality rate of approximately 0.2 per cent. 

The chief pathologic lesions were those of acute 
yellow or red atrophy of the liver, with frank necrosis 
of liver cells in the central parts of the lobule. The 
process is a diffuse necrosis, varying in different parts 
of the organ, with little damage to the stroma. Fatty 
changes were inconspicuous. The livers were very 
small. Edema and inflammation were noted in the 
gastrointestinal tract, most pronounced in the cecum, 
and not infrequently the kidneys showed cholemic 
nephrosis. 

Etiologic investigations served to exclude bacterial 
infection, any type of leptospiral infection or yellow 
fever in any form as causative factors. That the com- 
ponent of human serum in certain lots of vaccine 
administered may have carried an icterogenic agent is 
strongly suspected. 

Doubtless the great majority of soldiers who had 
postvaccinal hepatitis recovered fully or sustained only 
slight hepatic damage. On the other hand there were 
some patients who were considered well enough to 
return to their army duties but who subsequently were 
found unequal to such demands and were rehospitalized. 
A study has been made of 200 soldiers returned from 
overseas because of failure to achieve satisfactory con- 
valescence after postvaccinal (yellow fever) hepatitis. 


CLINICAL ASPECTS 


These patients had been in overseas hospitals for 
several months, and some still appeared definitely ill on 
their arrival five to nine months after their original 
attack of jaundice. As a group they were pale, thin, 
exhausted and utterly devoid of animation. Their reac- 
tions, mental and physical, were slow and indifferent. 
They had had no military training whatever since their 
original illness. Their complaints were (1) extreme 
weakness, (2) overpowering fatigue, (3) indigestion 
(for fatty foods), (4) anorexia, (5) pain (especially in 
the right upper quadrant), (6) nausea and vomiting, 
(7) backache, (8) nocturnal insomnia, (9) nervous 
irritability and tremor and (10) anxiety and appre- 
hension (fear of recurrence of jaundice). 
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Early in the study it was apparent that for purposes 
of study the patients could be divided into four main 
groups: 

Group A (39 patients).—These patients showed 
every evidence of having recovered from their hepatitis 
during their long hospitalization overseas. Their com- 
plaints were indefinite, centering mostly about their 
digestive tracts and more particularly about their sup- 
posed inability to digest fatty foods, although investi- 
gation showed that their ideas as to what constituted 
fatty foods were for the most part erroneous. For 
these patients an extensive program .of retraining and 
rehabilitation was instituted, with the result that all 
were returned to full duty. Laboratory studies indi- 
cated that normal hepatic function had been reestab- 
lished. This group, therefore, was considered as being 
made up of individuals who had completely recovered 
from their hepatitis during their long hospitalization 
overseas and who only were in need of rehabilitation. 
Fifteen patients were neurotic. 

Group B (94 patients).—These patients appeared 
on physical examination to be exhausted, pale and 
underweight. They were wholly indifferent to war 
activities or any other topic. Two prominent symp- 
toms were profound anorexia and pain in the right 
upper quadrant. This pain appeared either soon after 
eating or soon after attempting mild exercise, such as 
walking. Tests of liver function showed that varying 
degrees of hepatic dysfunction remained in only 4 cases, 
and 19 per cent had palpable, tender livers. The mem- 
bers of this group were considered to have prolonged 
convalescence. There were 40 patients with a neurotic 
background. 

Group C (30 patients ).—Investigation by the neuro- 
psychiatric service yielded abundant evidence that these 
patients had been neurotic before their attack of hepa- 
titis and in many cases before induction, and that they 
had developed psychoneurotic disabilities as a result of 
their prolonged illness. Their neuroses focused largely 
on their digestive tracts and embraced such typical 
symptoms as anorexia, nausea, vomiting and pain in 
various regions of the abdomen, or low back pain. 
Many of these men gave past histories of sensitive 
stomachs, and their appetites had been catered to since 
youth. These patients were considered as being dis- 
abled primarily by neuroses which had been activated 
by antecedent liver disease. 

Group D (37 patients).—These patients were obvi- 
ously ‘sick. Although they were classified as ambula- 
tory, many spent the major part of the day in bed 
because of extreme degrees of weakness and exhaustion. 
They suffered frequently from nausea and vomiting, 
precipitated either by the first bite of food, eaten with- 
out zest, because of profound anorexia, or by walking 
even a short distance. The vomiting observed was 
frequently explosive and urgent. Eight patients were 
considered to be neurotic. 

Of particular interest in this group were tremor and 
extreme vasomotor disturbance. The former mani- 
fested itself by a persistent, coarse tremor of the hands 
and feet, which was much accentuated by the slightest 


muscular effort, such as shaking hands or making a. 


fist. The vasomotor phenomena consisted of icy cold, 


dripping, red hands and feet. When these patients were 
examined in the erect posture it was not unusual for 
them to drip perspiration from the tip of each finger. 
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Only 10 patients in this group still had evidence of 
hepatic insufficiency according to the results of serial 
sulfobromophthalein tests at thirty minutes. (Fourteen 
patients showed retention of 10 per cent at twenty 
minutes.) Thus the majority had no evidence of dys- 
function. The liver edge was palpable and tender in 
25 of these patients, the meaning of which remains 


obscure. 
LIVER FUNCTION TESTS 


Data contained in the records from overseas hos- 
pitals gave clear evidence that each of these patients had 
suffered with jaundice of varying magnitude and that 
this was related to the previous administration of yel- 
low fever vaccine. Frequent icterus index and serum 
bilirubin determinations were made, and oral hippuric 
acid liver function tests were done. The results of these 


. tests overseas indicated that, at some time during their 


hospitalization but many months after their acute ill- 
ness, 125 patients had evidence of disturbed liver func- 
tion (icterus index 20 to 40, quantitative van den Bergh 
determinations 1 to 3 mg.). In addition, the clinical 
histories indicated an uninterrupted chronicle of illness 
following the initial acute episode. 

After the arrival of these patients at the Lovell Gen- 
eral Hospital, tests of liver function were repeated 
(table 1). It was found that some patients still retained 


TABLE 1.—Liver Tests 


Lovell General 
Test Overseas Hospital 
Oral hippurie acid test abnormal * in... 20 (10%) 0 
Icterus index abnormal + in............. 200 (100%) 9 (4.5%) 
Sulfobromophthalein excretion abnor- 


* Three Gm. or over is considered normal. 
+ Indexes greater than 8 are considered abnormal. 
t Any retention at the end of thirty minutes is considered abnormal. 


elevation of serum bilirubin (9 cases), palpable, tender 
liver edges (40 cases), and little or no evidence of 
subjective clinical improvement. Oral hippuric acid 
liver function tests done at this hospital gave uniformly 
negative results, which are in keeping with the lack of 
sensitivity of this test. 

In addition, it was found expedient to employ the 
serial sulfobromophthalein test for this entire group of 
125 as laboratory evidence of disturbed hepatocellular 
function (chart 1). The amount of dye administered 
was 2 mg. per kilogram, and results showed that at the 
end of twenty minutes 40 patients retained more than 
10 per cent of the dye and at the end of thirty minutes 
14 patients still showed retention up to 15 per cent 
(chart 2). It was agreed that the thirty minute deter- 
mination would be the laboratory criterion for evidence 
of disturbed liver function, giving an incidence of 12 
per cent for the entire group tested by this method. 

The following case reports are typical of the group 
considered to have hepatic damage: 

Case 1.—F. S., a private aged 26, became jaundiced four 
months after receiving yellow fever vaccine. Although he 
was jaundiced and voiding “dark urine” he continued on duty 
for twenty-seven days and was then hospitalized. A diagnosis 
of “catarrhal jaundice” was made. He was transferred to a 
convalescent hospital four days later where many such cases 
were treated, but his progress was discouragingly slow. When 
after four months he was still unable to do duty because of 
extreme fatigability and epigastric distress after meals, he was 
ordered back to the United States. His past medical and family 
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histories were noncontributory. Physical examination on admis- 
sion to Lovell General Hospital was negative except that he 
was pale and complained of vague epigastric tenderness and 
weakness. The liver edge was palpable 1 fingerbreadth below 
the costal margin and was tender to pressure. The spleen 
was not palpable. 

The pertinent laboratory findings are given in table 2. Addi- 
tional studies, including barium meal with particular attention 
to the small bowel pattern, gastric 
analysis and oral cholecystogram, re- 

8 vealed no evidence of disease. The 
psychiatric consultant thought a mild 
S psychogenic component was present. 
Do SF 10 15 In view of the soldier’s history and 
Retention 


his laboratory findings, it was the 
opinion that he had evidence of some 
degree of residual hepatocellular dys- 
function ten months after his original 
illness and that a diagnosis of chronic 
hepatitis was inescapable. 

A feature of interest in this case, and one seen not 
infrequently in the group, was the relatively high nor- 
mal serum bilirubin on admission to our hospital and 
the subsequent return of subclinical and clinical jaun- 
dice. The exact significance of this was a matter of 
conjecture, although it would appear that the liver 
parenchyma was quite sensitive to relatively minor 
environmental changes. For example, a rise in the 
icterus index was noticed in several soldiers who had 
been allowed home on furlough, during which time they 
had indulged in alcoholic beverages. It was thought 
that in these instances the elevation of the serum bili- 
rubin was directly related to this overindulgence. Inci- 
dentally, alcohol in any form was badly tolerated by 
these men. 

Further, if one could use this patient’s icterus index, 
serum bilirubin and sulfobromophthalein determinations 
as criteria of progress, one would be reasonably safe in 
concluding that there had been no improvement in liver 
function during his stay at Lovell General Hospital. 
However, this did not hold true for the majority of the 
group, in that the 
AUS general trend of 

the laboratory find- 
ings was toward 
improvement. 


CasE 2.—J. B., a 
young private, had re- 
ceived yellow fever 
vaccine on May 14, 
1942 and was hospital- 
ized because of ano- 
rexia, weakness and 
jaundice on July 14. 
His past medical his- 
tory was negative ex- 
cept for “stomach 
trouble” described as 
low abdominal ,cramps, 
nausea and vomiting 
following the eating of foods as cheese, bananas and tomatoes. 
There was no history of allergy. 

A diagnosis of acute hepatitis was made overseas. His acute 
course did not appear especially severe, but his convalescence 
was disappointingly slow, because of persistent anorexia, 
extreme fatigability and weakness. 

On admission to Lovell General Hospital he was pale and 
thin, and he complained of fatigue, weakness, inability to digest 
“fatty foods” and anorexia. The physical examination was 
unimpressive. The liver edge was at the costal margin. His 


Chart 1.—Serial sulfo- 
bromophthalein tests, twen- 
ty minutes’ retention. 


IS 20 25 


Retention 


Ne Number of Cases 


Chart 2. —Serial sulfobromophthalein tests, 
thirty minutes’ retention in 125 cases. 
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laboratory studies weré all within normal limits except for the 
sulfobromophthalein determinations, which are given in table 3. 

Additional studies, including cholecystogram, barium meal, 
stool studies and gastroscopy, failed to reveal evidence of organic 
disease. 

It was the opinion that this soldier’s acute hepatitis had 
resulted in some degree of hepatic dysfunction as evidenced by 
a rather pronounced degree of sulfobromophthalein retention. 
The essentially normal serum bilirubin in face of this retention 
was an interesting feature. Subjectively the clinical picture 
remained unaltered. 


TaBLe 2.—Results of Laboratory Examinations in Case 1 


A. Overseas Ieterus Index 


Oral Hippurie Acid 
Conversion Test 
(Gm. Benzoie Acid) 


B. Lovell General Hospital 


Van den Bergh 
Icterus 
Date Index Direct Indirect 
15.3 Negative 3.4 meg. 
ses 20.8 Negative 4.7 me. 
Delayed 
15 Delayed 2.2 


Serial Sulfobromophthalein Determination, 
2 Mg. per Kilogram 


t A——— 
Date 10 Minutes 20Minutes 30 Minutes 
15% (25 minutes) 12% 


TasL_e 3.—Sulfobromophthalein Determinations in Case 2 


10 Minutes 20Minutes 30 Minutes 


BMA 10, 25% 15% 
Single specimen 20% at 27 minutes 


It must be noted that in many instances there was 
poor correlation between liver function tests and clini- 
cal findings. Subjective manifestations were usually 
out of all proportion to laboratory evidence of liver 
involvement. Clinical improvement in some did not 
follow improvement in liver function tests, nor did 
completely normal tests always indicate a healthy per- 
son. On the other hand, there were some soldiers 
who were returned to full duty in good health still 
showing abnormal sulfobromophthalein retention. 


NEUROPSYCHIATRIC SURVEY 


The psychiatrist investigated 135 patients. A posi- 
tive diagnosis of psychoneurosis was made in 115 cases, 
and in 4 others a diagnosis of probable psychoneurosis 
was justified, although the evidence was not so com- 
plete. Analysis of 103 of these neuroses revealed that 
37 had a typical anxiety state and 66 had a mixed 
type of psychoneurosis. 
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TREMOR SYNDROME 


The 37 patients included in group D presented clini- 
cal features of extraordinary interest. While it is 
true that vasomotor disturbances of varying magnitude 
are known to be associated with liver disease, the degree 
of imbalance was exce$sive in these soldiers. Refer- 
ence has been made to the icy, red, wet extremities 
and to the constant pronounced tremor so intensified 
by muscular effort. Of even greater interest was the 
devastating and overwhelming weakness so apparent 
in all of these patients. For example, it was impossi- 
ble for many to complete the writing of a postcard 
without resting at least once, nor could they dress 
themselves without noticeable exhaustion. 

In an attempt to evaluate this weakness, 20 members 
of this group were studied in the Fatigue Laboratory 
at Harvard University. Here they were subjected to 
the “pack test,” in which the subject is made to mount 
a 20 inch step at a certain cadence until he becomes 
exhausted or for a maximum of five minutes. A 
formula which takes cognizance of the duration of 
exercise and the rate at which the pulse returns to 
normal gives an index of physical efficiency. It was 
found by this test (table 4) that these patients turned 
in the lowest score of any group ever tested. Their 


TABLE 4.—Test for Physical Fitness 


A. Pack weighs about % the weight of the subject 
B. Subject steps up and down 20 inch step, 30 round trips per minute 
©. Index of physical efficiency, 
Duration of exercise in seconds x 1000 
2 x sum pulses ( [1’-144’) + [2’-24%4’] + [4-444] ) 
D. Average scores 


95 
Men with neurocireulatory asthenia................... 30 


s 


average score was 15, while that of soldiers with neuro- 
circulatory asthenia was 30, of normal unselected males 
61 and of athletes 95. These results corroborated the 
patients’ statements that they were unable to exert 
themselves to any appreciable degree. 

It is also of note that there was a masklike facial 
expression in 20 patients not unlike that seen in parkin- 
sonism. There was, in addition, lack of free swing of 
the arms in walking. 

Under a reconditioning program but little improve- 
ment could be noted in this group, as contrasted with 
the decided improvement in group A. They failed to 
gain in weight, and sweating of the extremities was 
still excessive. Tremor remained constant. 

There was, however, objective evidence of improv- 
ing liver function, and at the termination of these obser- 
vations 23 patients (63 per cent) had fully recovered in 
this respect. Palpable, tender liver margins, varying 
considerably from day to day, were still noted in 
20 patients (54 per cent). Biopsy specimens in 2 of 
these patients revealed normal liver tissue. 


LIVER TESTS 
The greatest caution must be exercised in arriving 
at final decisions where disturbed liver function is con- 
cerned. The organ has such varied functions that no 


laboratory test, done singly or in multiples, may be 
relied on implicitly to proclaim its state of disturbance. 
Attention has been directed to the impossibility of 
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correlating the subjective complaints of these patients, 
the liver function tests and the size of the liver. This 
was manifest throughout the studies. It was not 
unusual for patients to return to full army duties 
clinically recovered but with adverse results of the 
last serial sulfobromophthalein tests. The reverse also 
was seen. Experience has indicated that this is not 
unusual in individuals who have suffered liver insult. 
Such organs also seem to react to subsequent somatic 
disturbances or even mild infections by mild or moder- 
ate relapses a long time after the original illness. It 
is of interest that, in a few of those patients who had 
recovered from early attacks of postvaccinal hepatitis 
and who came to autopsy after death from other causes, 
entirely normal livers were found. Likewise, biopsies 
performed on 2 of our patients revealed normal 
appearing but enlarged livers with histologically sound 
tissue. The importance of the evidences of liver dys- 
function which our tests have revealed cannot be 
properly evaluated until the same tests are applied to 
a group of individuals who have had hepatitis and who 
are without any significant symptoms. It has been 
shown by Kornberg’ and others that impairment in 
excretory function of the liver was present in a signifi- 
cant percentage of medical students who considered 
themselves‘in good health. That there are parenchymal 
and stromal lesions in the acute stage of epidemic 
hepatitis, which the disease in question so closely 
resembles, has been ably demonstrated by Dible and 
his associates * in a series of punch liver biopsies on 
patients so affected. 

Abdominal Pain.—Mention has been made of pain 
in the right upper quadrant, elicited so often by exer- 
cise or by eating. Frequently it was almost a trigger 
response similar to angina pectoris. Sudden in appear- 
ance and severe enough to cause the patient to double 
up, the distress subsided in like manner after resting 
in the one case or vomiting in the other. This obser- 
vation was verified at the Fatigue Laboratory during 
tests for physical fitness. Examination during such 
attacks revealed a tender liver edge but not one that 
had materially altered in size incident to effort. 
Whether peripheral blood counts done before and after 
these episodes might show change in cell counts would 
be an interesting point for investigation. _ 

Gastrointestinal Symptoms.—The various digestive 
complaints were similarly difficult to evaluate. In many 
the symptoms arose almost immediately after taking 
the first bite of food or very shortly thereafter, and in 
either case too soon for any digestive action to have 
started. In others, nausea, distention, eructation and 
vague abdominal distress appeared from half an hour 
to one hour after eating small amounts of food. The 
patients cited so-called “fatty foods’ as the prime 
offenders, but at the same time there was no intelligent 
appreciation of what comprised fatty foods. Meats, 
fried or otherwise, seemed to cause the most trouble, 
while butter, cream and even eggs apparently were well 
tolerated. Moreover, gastrointestinal x-ray studies on 
60 patients and gastroscopies performed on 27 patients 
failed to disclose any pertinent findings. Then too, 
only a few of the arch sufferers retained any laboratory 
evidence of hepatic dysfunction, so that the clinical pic- 
ture and laboratory findings were largely unrelated or 


1. Kornberg, A.: Latent Liver Disease in Persons Recovered from 
Catarrhal Jaundice and in Otherwise Normal Medical Students, J. Clin. 
tion 299 (May) 1942. 

Dible, J. H.; McMichael, J., and Sherlock, S. P. V.: Pathology of 
Lancet 2: 402 (Oct. 2) 1943. 
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at least difficult or impossible to correlate. . One is 
led to believe, therefore, that there is a strong neurotic 
aspect to these complaints. 


PSYCHIATRIC FINDINGS 


Of interest were the findings of the psychiatrists in 
their investigations of these patients. The final opinion 
handed down was that, for the most part, the indi- 
viduals were disabled by a neurosis which had been 
latent but was rekindled and made manifest by an 
organic physical illness, in this instance hepatitis with 
jaundice. Aside from the gastrointestinal symptoms, 
it was felt that the total picture might well be that 
of increased tension, so frequently seen in a true 
neurosis, as a direct manifestation of anxiety. The 
gastrointestinal symptoms were considered continua- 
tions of those of the acute illness unconsciously pro- 
longed as an escape from a difficult situation. In 
group A, and in a few other instances, the prolonged 
period of hospitalization, overseas service and concern 
by many physicians were thought to be adverse factors, 
since it is doubtless true that psychologic disturbances 
become more and more prominent in hospital wards. 


TREATMENT 


The vast majority of these patients were not in need 
of any specific type of therapy. However, the regimen 
which was finally adopted had as its goal (1) restora- 
tion of an adequate diet, with special attention to pro- 
tein, carbohydrate and vitamin B complex requirements 
and (2) reconditioning and indoctrination. 

Briefly, a very large number of these soldiers had 
to be instructed in the essentials of dietetics. Their 
prolonged illness and residence in hospitals and the 
continual discussions regarding their “interesting” dis- 
ease were instrumental in creating vagaries about foods 
and indifference as to eating. In addition, actual 
aversion to the odors and first tastes of food had helped 
reduce corisumption of necessary foods to a point where 
many were undernourished. With the eventual resump- 
tion of adequate diets, notable general improvement 
was noted. Clinical evidence of avitaminosis was not 
apparent, but the vitamin B complex was added in 
every case, 

The most striking benefits were obtained from a 
carefully planned program of rehabilitation in which the 
patients were put into uniform, became once again part 
of the armed forces and spent a portion of each day at 
the sports arena indulging in graduated games and 
calisthenics. Movies and lectures designed to direct 
and educate these soldiers in the ideals for which they 
were fighting were also most helpful. 

By adopting these simple methods, only 87 of the 
entire group (34 per cent) were eventually discharged 
from the service, and over half of these were released 
because of neurotic disorders which had existed prior 
to enlistment. Very little subjective improvement was 
noted in the group manifesting the tremor syndrome. 


COMMENT 


The actual number of soldiers who were originally 
vaccinated against yellow fever and who sustained liver 
inflammation is not stated for obvious reasons. It is of 
importance only as abundant evidence that the vast 
majority of those affected recovered quite promptly 
and, in all probability, completely. Likewise there are 
other features which stand out prominently. Complete 
restoration of function in a diseased liver may require 
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a considerable time—for some, as long as six months toa 
year or even longer. That restoration does occur even- 
tually has been observed in most of these soldiers. One 
must conclude that 12 per cent of the entire group 
still have some evidence of liver disease, as evidenced 
by the laboratory finding of some dye retention at the 
end of thirty minutes. This is a small number but 
interesting at this distance from the initial disease. 

The tremor syndrome, so called, remains a note- 
worthy observation. Whether the entire picture will 
eventually subside, only time will tell. The question 
has been raised whether this symptom complex has 
arisen as the result solely of antecedent liver distur- 
bance or largely anxiety neurosis. That the syndrome 
itself constitutes a real disability cannot be gainsaid. 
Fortunately, only 15 per cent of the study group fell 
into this category—a very small number. 


CONCLUSIONS 
1. A study was made of 200 patients with pro- 
longed convalescence after postvaccinal (yellow fever) 
hepatitis. 
2. Only a small number of those soldiers originally 
suffering from postvaccinal hepatitis sustained pro- 
longed disabling illness. 


3. Psychoneurotic patterns may develop as a compli- 


‘cation of this illness.. Antecedent patterns may be 


reborn. 


4. The sulfobromophthalein test for liver function in 
125 cases showed that at the end of twenty minutes 
40 patients (32 per cent) had some dye retention and 
that at the end of thirty minutes 14 patients (11 per 
cent) showed some dye retention. None of the other 
patients had objective evidence of liver dysfunction. 


5. Improvement in damaged liver function is still 
continuing at the end of six months to a year. 


6. Correlation of symptoms, laboratory tests and 
incidence of palpable liver edges were not possible in 
most cases. 


7. Thirty-seven patients (18.5 per cent) have a vaso- 
motor disorder manifested by pronounced tremor, icy 
cold, red, dripping hands and overpowering weakness. 

\ 


ABSTRACT OF DISCUSSION 


Dr. JosepH Stokes Jr., Philadelphia: Our studies began in 
June 1942, when a pool of convalescent mumps plasma from a 
large army post, plasma which we used in 1 case for experi- 
mental treatment of mumps, produced jaundice in this man 
seventy-five days after his infection. This pool of plasma has 
been used since that time for the intravenous injection of 5 
additional men, volunteers, and has produced hepatitis in all 
of them, with overt jaundice in 4. Plasma was obtained from 
1 of these 5 men at or near the start of his hepatitis at twenty- 
three days from the time that he had been inoculated with the 
original pool of plasma, and this plasma was injected into 2 
additional volunteers. Both of these volunteers also developed 
hepatitis. In 2 other volunteers we injected subcutaneously 
yellow fever vaccine which had been produced for the Army 
in November 1942. It was kept in the cold until January 1942 
and then at room temperature, including two summers in Wash- 
ington, from June 1942 to November 1943. The yellow fever 
virus by this time was shown to be imactive, but the agent 
causing hepatitis was demonstrated as still active, since it pro- 
duced the hepatitis in both of these volunteers injected. Of the 
10 men, therefore, whom I have mentioned, hepatitis was pro- 
duced in all by these various materials. Approximately eighteen 
liver function tests were used. The most valuable tests were 
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the serum and the urine bilirubin, the sulfobromophthalein 
test, cephalin, the cholesterol flocculation test and the vitamin A 
level in the blood. The vitamin A level is not specific but 
when correlated with the other tests was of considerable assis- 
tance. The incubation period in this group was from twelve 
to thirty-five days. Acute symptoms of gastrointestinal .dis- 
turbance appeared first. At that time the liver function tests 
were abnormal. There was then usually a period free of symp- 
toms in which the liver function test still indicated hepatitis. 
Finally, in most instances in between 75 and 110 days overt 
jaundice appeared. One of the men has been reinoculated with 
the same pool of plasma obtained from the army post one 
month after his liver function tests were normal and it is now 
well over a hundred days and he has not shown any evidence 
of hepatitis by the liver function studies or any jaundice. 
Laparotomy was performed in 1 of the cases during the height 
of the intestinal symptoms, and in that instance enlarged mesen- 
teric glands were found with a regional or localized ileitis 
which is evidence of the generalized infection. Whether serum 
jaundice and infective hepatitis or infectious hepatitis of an 
epidemic nature are similar or different is still a question for 
discussion. The fact that we found early evidence of hepatitis 
by liver function studies thirty days after inoculation suggests 
that there may be greater similarity than at first had been 
supposed. 

LreuTENANT COoLoNEL JosepH Bank, El Paso, Texas: 
Colonel Benjamin and Colonel Turner and other investigators 
who have studied jaundice following yellow fever vaccine have 
caused us to scrutinize postvaccinal convalescents for residual 
or recurring symptoms. As a result we discovered many 
patients in whom symptoms recurred after return to duty fol- 
lowing recovery. In addition we found other cases of hepatitis 
not associated with yellow fever vaccine but with similar find- 
ings. The latter patients can be divided into two groups. The 
first and larger consisted of those with deep jaundice, whose 
condition was diagnosed immediately and who were hospital- 
ized. The second, smaller, group includes those with slight or 
unrecognized jaundice and with fatigue and vague gastrointes- 
tinal symptoms. A typical case may be a soldier who may or 
may not be aware of a mild attack of jaundice a long time 
before. Some months later he may complain of gastrointestinal 
symptoms and fatigue. Examination reveals little jaundice or 
an icterus index within the upper limits of normal, enlarged 
tender liver and particularly decreased sulfobromophthalein 
excretion by the liver. The test we used was the 5 milligram 
dose with determinations at thirty and forty-five minutes. One 
other point I should like to make about the acute cases: We 
have seen to date about 6 patients who were operated on for 
suspected abdominal emergencies but with negative findings. 
Several days later they developed jaundice and the usual picture 
of acute hepatitis. 

Coronet Jutten E. Benyamin, M. C., A. U. S.: The 
groundwork for the recognition of this syndrome really started 
with the air forces when a large number of these cases were 
received. I should like to emphasize the fact that there were 
these fairly large numbers of troops who were invalided with 
a vague syndrome; that the only proof that we have of any 
organ that might be responsible is that of the liver, and we 
haven't really abundant proof because of the notorious fallibility 
of liver tests. Still it seems inescapable in the light of the 
clinical picture of these individuals that residuals of hepatitis 
were present. 


Sleep During Middle Period of Life.—The interruption 
of rest by local disease, occurring to persons in the middle period 
of life, does not cause the same degree of exhaustion and wast- 
ing as in the young. They bear the loss of sleep better, because 
their constitution has to sustain the stress of repair only—not 
of both development ard repair, as in the child. Their recovery 
is slower; their subsequent sleep is not so profound nor so 
prolonged, nor their rest so complete. The defective sleep and 


slow repair which manifest themselves in the old after injury of 
any kind are familiar to us all—Hilton, John: Rest and Pain, 
London, George Bell & Sons, 1857. 
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INCIDENCE OF RAT BITES AND RAT 
BITE FEVER IN BALTIMORE 


CURT P. RICHTER, Pu.D. 
BALTIMORE 


Wild rats, even more than any domesticated animals, 
enjoy very intimate living arrangements with man. 
They can live in the same house, share the same beds, 
eat the same foods, carry the same internal and external 
parasites, suffer from the same diseases and plagues. 
Man has made numerous unsuccessful efforts to ter- 
minate this close relationship and has at all times 
manifested a great distaste for any physical contact 
with these companions, either dead or alive. Rats 
on the other hand are less discriminating, even seeking 
contact with man and treating him much as they do 
the dying or dead members of their own species— 
running over him, licking him, biting him and finally 
trying to eat him. | 

The latter aspect of the rat’s relationship to man 
has not received much serious attention. This paper, 
therefore, deals with the frequency with which rats 
bite man, the circumstances under which they bite him, 
their motive in biting him, and finally the results pro- 
duced in man, by their bites. 


Parts of Body Bitten by Rats 


Number of Persons 


with Bites 

Arms 

Head 

4 
Legs 

19 


The data on which the present report is based came 
from the Pediatric Dispensary and the Accident and 
Medical Departments of the Johns Hopkins Hospital, 
from the follow-up of these cases by several workers 
and from voluntary reports made by citizens to the 
Health Department and Rat Control Office of the city 
of Baltimore. In the hospital, data were available only 
for the four year period from 1939 to 1943. Since 
that time records on rat bites in the Pediatric Dis- 
pensary and the Accident Departments have been dis- 
continued because of the war. 

During this four year period 87 persons were treated 
for rat bites or the results of rat bites in the Johns 
Hopkins Hospital. Sixty-five of these persons, or 75 
per cent, came from an area of less than 2 square miles 
surrounding the hospital. The follow-up of 43 of the 
cases in this area yielded records of 12 more persons 
having been bitten by rats. Sixteen of 51 bitten per- 
sons who during this period were voluntarily reported 
to the health department came from this same area. 
Thus a minimum of 93 persons were bitten during 


From tHe Psychobiological Laboratory, Phipps Psychiatric Clinic, 
Johns Hopkins Hospital. 

The work described in this paper was done under a contract, recom- 
mended by the Committee on Medical Research, between the Office of 
Scientific Research and Development and the Johns Hopkins Upiversity. 

Dr. Mary Goodwin, who was in charge of the Harriet Lane Dis- 

nsary, provided the names of patients treated in the dispensary; 

tr. Huntington Williams, Commissioner of Health, gave us the names 
of citizens who had voluntarily reported rat bites to the health depart- 
ment. The follow-up work was done by Mrs. Joseph Leach of the 
Woman’s Civic League and Mr. N. Wolbarsht. 
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a four year period, or 23.2 per year, in an area of this 
than 2 square miles. A house to house canvass of this 
area would undoubtedly have provided many more 
instances, since in these heavily rat infested districts 
most people apparently accepted rat bites as being 
inevitable. They came to the hospital for treatment 
only when the bites had become infected or the skin 
had actually been torn or chewed away. The fact 
that rat bites are not reportable to the health depart- 
ment also means that many persons may have been 
treated by their family physicians and so would not 
have been included in the records either of the hospital 
or of the health department. 

Most of the rat bites occurred in a part of the Eastern 
Health District which has very poor housing and living 
conditions and is inhabited largely by colored people. 
In the block map of the Eastern Health District shown 
in figure 1 it can be seen that almost all of the rat 
bites (solid dots) were 
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houses. Since these houses were not more heavily 
infested than many others, we may draw the conclusion 
that once a rat has bitten one human being it is apt 
to return again. In one house 4 children and 2 adults 
were bitten within a short time. 

A strong craving for blood might explain why once 
having bitten a person the rats apparently are apt to 
bite another person. In order to determine whether 
rats like fresh blood, we offered them human _ blood 
obtained from the hospital operating room. The 8 rats 
used for these observations had recently been trapped 
in the city alleys and yards. At 11 a. m. each of 5 
rats were given 50 cc. of fresh blood mixed with 8 per 
cent citrate and were given free access to dog chow 
and water. By 9 o’clock on the following morning 
2 rats had eaten 50 cc., while 3 had eaten 20, 10 and 
8 cc. respectively. At 11 a. m. each of the 3 other 
rats were given 139 Gm. of fresh blood and serum 


located in blocks with 
a high percentage of 


ing). In the eastern 
part of the Eastern 
Health District, which 
has good housing and ran 
living conditions and 25 
few persons were bit- | 


colored people. Actu- 
ally only 58 of 93 bit- 
ten persons, or 62 per 
cent, were colored. 
Of the 65 persons 


from the 2 square mile 
area that were treated 
in the Johns Hopkins 
Hospital and on whom 
we have full records 
7, or 10.7 per cent, de- 
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veloped rat bite fever. 
None died and none 
developed any other center of this district. 

rat borne disease. 

The study of these data gives other information of 
general and medical interest. It was found that although 
the ages of the bitten persons ranged from 2 months 
to 65 years, the great majority were infants under 
1 year of age. Figure 2 shows the age incidence curve 
for the 87 persons treated in the hospital. Especially 
noteworthy is the fact that without exception all of the 
persons on whom we have records were bitten at night, 
presumably while asleep. There were no records of 
persons having been attacked by rats while awake. 

In the 87 hospital treated patients the parts of the 
body most favored by the rats were the fingers and 
hands, as may be seen in the accompanying table. 

Thus, as would be expected since the rats did the 
biting only while the victims were asleep, the uncovered 
parts of the body, namely the hands and the face, were 
bitten most frequently. 

Twenty-five persons received multiple bites on the 
same or different occasions. One child was bitten on 
eleven different nights. Thirty-nine of the 93 patients 
came from one house or the immediately adjoining 


Fig. 1—Map of Eastern Health District (heavy black line) showing colored population (cross hatching) and 
location of persons who were bitten by rats (black dots). The Johns opkins Hospital is located almost in the 


with access to water but not to any other food. By 
9 o'clock on the following morning 2 of the rats had 
eaten all of the blood and 1 had eaten 47 Gm. When 
one considers that the average normal food intake of 
full grown wild rats does not usually exceed 35 to 
40 Gm., the large intake of 139 Gm. indicates that the 
rats had a real craving for this fresh human blood. 


COMMENT 


The results of this sampling study indicate that a 
large number of persons are bitten by rats each year. 
It is probable that if so many are actually bitten a far 
larger number must have direct physical contact with 
rats, that is, rats run over them, lick them, and so on. 
In densely populated and rat infested areas the rat 
bites and this direct physical contact may thus con- 
stitute a hitherto overlooked means of transmission 
of such diseases as poliomyelitis and rabies. 

It was reported that in all instances the persons were 
bitten at night while asleep, not while they were defend- 
ing themselves. It may be asked then why the rats 
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bite the sleeping persons. Observations which we have 
made on the behavior of wild rats may answer this 
question. We have observed repeatedly that wild rats 
eat dying or dead rats with great relish. They start 
at the head and work down and often devour the 
entire body, hair, bones and even teeth. They often 
prefer dead rats to other foods. It is likely therefore 
that the rat regards the human being, particularly the 
blood, also as food. After exploring the quiet sleeping 
person the rat probably starts to eat and if not stopped 
at once continues to eat. Rats have been known to 
eat most of the cheeks and noses of babies before being 
driven off. Brehm? reports that in zoos they have 
been known to eat and gnaw away at the feet of ele- 
phants, in 3 instances in the Hagenbeck Zoo near 
Hamburg causing the death of the animals. He reports 
further that on farms rats have been known to eat 
the webs between the toes of ducks, to eat holes in 
the bellies of fat pigs, and near a slaughterhouse to 
devour 35 dead horses in one night. 


It is very likely that the rats involved in the present _ 


observations belong exclusively to the common Norway 
species (Rattus norvegicus), which has omnivorus food 
habits. This statement is based on the finding that 
except along the water front only Norway rats were 
caught or recovered in an extensive trapping and 
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Fig. 2.—Age incidence curve for the 87 persons who were treated at 
the Johns Hopkins Hospital for rat bites. 


poisoning campaign. It is possible’ that the herbivorus 
Alexandrine ( Rattus alexandrinus) may not bite human 
beings with the same frequency if at all. Further 
observations in cities inhabited largely by the Alexan- 
drine rats should answer this question. 


SUMMARY 

1. Within an area of less than 2 square miles in 
the city of Baltimore a minimum of 93 persons were 
bitten by rats during the four year period from 1939 
to 1943. 

2. Of these persons 65 received treatment at the 
Johns Hopkins Hospital, which is located within the 
2 square mile area. 

3. Of this number 7, or 10.7 per cent, developed 
rat bite fever. None died. 

4. The age of the patients ranged from 2 months 
to 65 years. Sixty per cent were babies under 1 year 
of age. 

5. The patients were bitten while asleep. The hands 
and face, which are exposed during sleep, were most 
frequently bitten. In many instances the bites did little 
more than puncture the skin and draw blood before 
the patients were awakened; in some cases, however, 
part of the face was chewed away. 


1. Brehm, A. E.: Brehms Tierleben, vol. 2, p. 344, Die Saugetiere, 
Leipzig and Vienna, Bibliographisches Institut, 1921. 
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6. The evidence indicates that once having bitten 
a human being the rats are apt to bite other human 
beings. 

7. It was concluded that the rat regards the sleep- 
ing infant or adult as a source of food. In most 
instances the first bite awakens the victim, frightens the 
rat away and thus interrupts the meal. 

8. Persons are much more apt to be bitten in heavily 
infested districts with poor housing and living con- 
ditions. 

9. The high incidences of rat bites and the probably 
much higher incidence of actual physical contact between 
the rats and human beings may indicate that physical 
contact constitutes an overlooked channel for the trans- 
mission of diseases from rats to human beings. 


ABDOMINAL PAIN DUE TO UROLOGIC 
DISEASE IN CHILDREN 


MEREDITH F. CAMPBELL, M.D. 
NEW YORK 


In patients with symptoms of intra-abdominal disease 
the difficulties of precise anatomic diagnosis are often 
greatly increased by clinical manifestations due to a wide 
variety of extra-abdominal lesions. Hematologic, aller- 
gic, orthopedic, respiratory, endocrinologic, infectious or 
urologic disease frequently leads to erroneous diagnosis 
and mistaken surgical intervention. The diagnostic 
problem is usually difficult enough in adults but is 
notoriously more difficult in children, and in the very 
young the clinical approach must be largely objective. 
It is recognized that in infants and children with symp- 
toms of acute abdominal surgical disease laparotomy 
is often the urgent indication even though the differential 
diagnosis may be in doubt. Only by this method will 
the mortality of acute appendicitis, for example, be 
reduced. 

Abdominal pain commonly results from a localized 
intraperitoneal disease, as appendicitis, cholecystitis or 
diverticulitis, or is widespread, as in general peritonitis. 
The abdominal projection of pain through the vagus 
from an acute infection of the upper respiratory tract 
is well known. The sudden distention of a hollow viscus 
is one of the most frequent causes of abdominal pain 
and may vary from the intestinal gas bubble, which 
produces colic in the infant, to severe intestinal obstruc- 
tion and distention by angulation, bands or intussus- 
ception. Except for the colic of infancy, children rarely 
suffer pain, nor is indigestion or constipation likely 
to cause it in the young. Most acute abdominal pains 
in children demand surgical consideration and fre- 
quently laparotomy. Moreover, it is recognized that 
abdominal exploration had best be performed in many 
children presenting this clinical picture than that a 
fatality should result from failure to recognize the emer- 
gency condition. Rather we are chiefly concerned here 
with the persistent or recurrent abdominal pain in 
children whose condition does not demand emergency 
surgical treatment and in whom a comprehensive exami- 
nation, including urologic investigation, should be car- 


“ Ae the Department of Urology, New York University College of 
Medicine. 

Read in_a symposium on “Abdominal Pain in Children” before the 
Section on Pediatrics at the Ninety-Fourth Annual Session of the Ameri- 
can Medical Association, Chicago, June 15, 1944. 
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ried out before subjecting the patient to exploratory 
laparotomy. In many children of this group the abdom- 
inal pain will be demonstrated to have resulted from 
either gradual or rapid distention of the collecting part 
of the urinary tract above an obstruction, which in turn 
may be located at any point from the external urethral 
meatus to the renal calix. The advent of infection 
usually intensifies the clinical manifestations including 
pain and materially adds to the gravity of the prognosis 
and therapeutic problem. ; 

As an unfortunate corollary, clinicians commonly fail 
to recognize that in half of all patients with advanced 
obstructive uropathy, and particularly with complicating 
infection, symptoms of chronic gastrointestinal disease 
are prominent and may overshadow other subjective 
symptoms of urinary tract disease. As a result the 
erroneous diagnosis of biliousness, intestinal indigestion, 
dyspepsia, chronic appendicitis, gallbladder disease and 
so forth is too often made. This is true in patients of 
all ages but is particularly notable in the young. The 
success of the indicated urologic treatment, often sur- 
gical, attests the fundamental correctness of the diag- 
nosis. 

With ureteral obstruction the pain of the resulting 
pelvorenal distention is likely to be most pronounced 
in the lateral and posterior loin. Yet commonly this pain 
is referred to the isolateral lower abdominal quadrant 
or even to the midabdomen. The chief potential causes 
of urologic abdominal pain are the obstructive lesions of 
the urinary tract; the large variety are indicated in 
the accompanying table, in which hydronephrosis, ure- 
teral stricture, ureteral obstruction by aberrant vascular 
compression and obstructions at the bladder outlet or 
in the deep urethra are of highest incidence. 

Persistent pain or swelling along the course of the 
urinary tract urgently demands a complete urologic 
examination. Urinalysis is a diagnostic requisite and, 
in the female, the specimen should always be collected 
by catheterization. Urinalysis, thorough physical exam- 
ination and a satisfactory excretory urographic study 
represent the minimum of urologic investigation and 
will often leave the diagnosis in doubt. When the 
excretory urogram does not readily suggest the anatomic 
diagnosis, cystoscopy, ureteral catheterization and retro- 
grade pyelography are aecessary. When obstruction, 
usually stricture, involves the body of the right ureter 
the clinical diagnosis is usually chronic appendicitis, 
as I have now observed in 29 children. In 15 instances 
the appendix had previously been removed and in some 
was frankly reported as normal. In the others it was 
identified as “chronic,” which may or may not have 
been a gratuity of the pathologist. The important con- 
sideration in these cases is that the original pain per- 
sisted and again brought the child to the hospital. It 
is now recognized in most teaching hospitals in this 
country that laparotomy for so-called chronic appendi- 
citis should be delayed until disease of the urinary tract 
has been excluded. In short, one should perform 
adequate urologic investigation on any patient before 
subjecting him to an abdominal operation for “chronic 
appendicitis” or “abdominal adhesions.” 

An acutely inflamed appendix overlying the ureter 
may cause the appearance of red blood cells and leuko- 
cytes in the urine, but even here, and especially if there 
is question as to the diagnosis, one should perform an 
excretory urographic study, which will not consume 
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more than twenty minutes and may be expected to be 
of diagnostic clarity in at least half of the children for 
whom it is employed. In 3 young patients the “acute 
appendicitis” proved to be right ureteral stone. 

Lower abdominal pain commonly results from vesical 
urinary retention; an estimation of the residual urine 
should be made. 

It cannot be overemphasized that a normal urine does 
not rule out grave urologic disease. 

Approximately 1 in 8 of all children are born with 
some type of urogenital tract anomaly, and urinary 
obstruction can be demonstrated in about a fourth of 
these. Stricture of the ureter is one of the commonest 
congenital obstructive lesions, and in a series of 12,080 
autopsies on children that I reported, congenital ureteral 
obstruction, chiefly stricture, existed in 95 (1: 138). 
Yet all urinary tract anomalies are potential causes of 
urinary stasis. The blockage may be (1) intrinsic, as 
in stricture of the ureter, congenital contracture of the 


Chief Potential Causes of Urologic Abdominal Pain 


KIDNEY URETER 
Abnormally mobile Stricture 
Ectopic Stone 
Horseshoe Kink 
Fused Diverticulum 
Hydronephrosis Compression by 
Calculus (a) Aberrant vessel 
Tumor (b) Fibrous bands 
Pyelonephritis 
Pyonephrosis BLADDER 
Solitary abscess Stone 
Perirenal Retention 
Tumor (a) Neuromuscular 
Cyst (b) Contracted outlet 
Abscess (c) Prostatic obstruction 
URETHRA ADRENAL 
~ Stricture Tumor 
Meatus stenosis Abscess 
Stone 
Valves 


Hypertrophied verumontanum 


bladder outlet or stenosis of the external urethral 
meatus, or (2) extrinsic, as by extraureteral com- 
pression by an aberrant vessel, or (3) an abnormality 
in the course of the ureter may interfere with urinary 
drainage, as in horseshoe kidney disease or other forms 
of renal fusion or ectopia 

The clinical background of this discussion is the per- 
sonal complete examination of 319 children admitted 
to the hospital and in whom abdominal pain was the 
chief complaint or was an outstanding symptom. Acute 
or subacute urinary infection was suspected from the 
first in half of these or was discovered after an early 
examination of the child. Yet in 26 instances appendi- 
citis was the original diagnosis, usually designated as 
“chronic,” and in 17 other children of this series appen- 
dectomy had been previously performed for symptoms , 
which, persisting after operation, again brought the child 
to the hospital. In some children the cause of the 
pain continued to remain obscure despite extensive 
laboratory, gastrointestinal, surgical and _ urologic 
examinations. 

In the following paragraphs the more important 
urologic lesions which may cause abdominal pain are 
briefly discussed and illustrative cases are cited. 
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RENAL LESIONS 

Congenital Unilateral Aplasia of the Kidney.—This 
has occasionally been disclosed as the cause of abdominal 
pain in adults. In these cases distressing symptoms 
have promptly disappeared following removal of the 
diseased maldeveloped organ. I have encountered this 
condition but once in the young. This 7 year old child 
suffered mild abdominal pain but was examined pri- 
marily because of hypertension (240/140 mm. of mer- 
cury) and was known to have persistent pyuria. 
Removal of the diseased aplastic kidney reduced the 
pressure to 130/105, and the abdominal pain dis- 
appeared. 

Abnormal Renal Mobility. — This seldom produces 
acute ureteropelvic angulation in children and the clin- 
ical picture of Dietl’s crisis so often seen in adults. 
Nevertheless we have observed this syndrome in the 
young in whom the clinical picture was that of ureteral 
colic. The diagnosis is readily established by ureter- 
ography with the patient in the flat, Trendelenburg and 
upright positions and, as a rule, a renal supporting belt 
is adequate therapy. When this conservative measure 
fails, relief of the peripheral or local obstruction and 
nephropexy are demanded. 

A 6 year old girl was admitted to the hospital with 
a diagnosis of abdominal tumor ; this moderate size mass 
could be pushed into all quadrants of the abdomen except 
the left upper, was slightly tender and, at first, was 
thought to be a mesenteric cyst. Urologic examination 
disclosed it to be a congenital solitary right freely 
movable kidney on a long pedicle ; a mild ureterovesical 
junction stricture of this ureter existed. A belt for renal 
support was adequate treatment. 

Anomalies of Renal Fusion.—These are often mani- 
fested by pain, which may be due to urinary obstruction 
consequent to an irregular course of the ureter, unusual 
traction on the anomalous renal blood supply or com- 
plicating surgical disease, notably stone. A 12 year old 
girl was admitted to the hospital because of pain and 
tumor in the lower part of the abdomen. As she lay 
flat on her back a suprapubic protuberance simulating 
a distended bladder was readily visible and was proved 
to be a bilateral renal fusion in which both kidneys 
were joined in a gnarled mass overlying the sacrum 
and caused compression of the bladder. A lower abdom- 
inal supporting belt sufficiently elevated the fused organs 
to relieve the drag on the renal pedicle and thus relieve 
the pain of which this child complained. An 8 year old 
girl whose left kidney lay fused with the right in the 
right lumbar gutter had been subjected to appendectomy 
a month previously because of sharp pain in the right 
side; a normal appendix was removed. Subsequent 
urologic examination revealed a stricture at the vesical 
junction of the ureter which drained the right lower 
renal pelvis ; instrumental dilation of this stricture cured 
the “appendicitis.” 

Horseshoe Kidney Disease —Abdominal pain is a com- 
- mon symptom of this, particularly about the umbilicus. 
A 9 year old boy was operated on for acute appendicitis 
because of acute pain in the right loin and a temperature 
of 104.5 F. On entering the locale of the acute disease 


the operating surgeon penetrated a large cavity filled 
with purulent urine, inserted drains and ‘backed out. 
The temperature rapidly returned to normal but the 
urine continued to drain from the wound for several 
The patient then came into my hands, and 


weeks. 
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urologic examination revealed a pelvic horseshoe kidney 
the left half of which was located over the sacrum while 
the other half extended high into the right lower abdom- 
inal quadrant. A stricture at the right ureteropelvic 
junction produced hydronephrosis and, with acute ure- 
teral obstruction and exacerbation of smoldering infec- 
tion in the hydronephrotic kidney, fever and pain 
simulating appendicitis resulted. The diseased right 
half of the horseshoe kidney was resected, and the 
remaining half now excretes 70 per cent phenolsulfon- 
phthalein in two hours and the urine is sterile. 

Another clinical picture in horseshoe kidney disease 
is illustrated by the case of an 8 year old girl who for 
several months had suffered sharp pains in the right 
upper quadrant, leading her pediatrician to be sure she 
had gallbladder disease. In fact this. fruitlessly had 
led to eight complete cholecystographic studies and 
three complete gastrointestinal roentgenographic inves- 
tigations. An excretory urographic study was suggested, 
and this disclosed right hydronephrosis ; completion of 
the urologic investigation with ureteral catheters and 
retrograde pyelography revealed a horseshoe kidney 
with congenital stricture of the right ureteropelvic junc- 
tion and massive infected hydronephrosis. A less severe 
congenital stricture at the level of the fifth lumbar 
vertebra on the left side produced left hydronephrosis 
graded 1 plus. Resection of the horseshoe kidney with 
removal of the right half was highly successful; diges- 
tion at once improved, she gained weight rapidly and all 
abdominal symptoms disappeared. Subsequent periodic 
dilation of the left ureteral stricture completed the 
therapy. 

URETERAL OBSTRUCTION 

Stricture-—The frequency and potential gravity of 
congenital ureteral stricture has been indicated in pre- 
ceding paragraphs. The surgical diagnostic difficulties 
this lesion may engender are illustrated by 2 cases: 
A 5 year old girl was admitted to the hospital with a 
diagnosis of recurrent subacute appendicitis during the 
past three years. The urine was normal, but an excre- 
tory urographic study fortunately was made _ before 
contemplated laparotomy. This revealed a stricture at 
the junction of the lower and middle third of the ureter 
on the right side, in other words just behind the appen- 
dix., Following periodic progressive dilation of the 
stricture with ureteral bougies, all symptoms of the 
“appendicitis” have now been absent for. more than 
five years. In a 4 year old girl with the same symp- 
toms on the left side and thought to have a left sided 
appendicitis, the clinical and therapeutic sequence has 
been the same. In both instances the child was spared 
laparotomy. 

Vascular —-Obstruction of the upper ureter by aber- 
rant renal vessels which pass from the lower pole of, 
the kidney mesially to the aorta, to the vena cava or to 


the renal pedicle produce variable and often intermittent 


hydronephrosis, the pain of which is usually in the loin 
but is sometimes referred to the lower abdominal quad- 
rant or to the umbilical area. Here urologic investiga- 
tion is apt to be neglected unless there is persistent 
pyuria. Rarely aberrant uterine vessels block the lower 
end of the ureter. I have now seen 26 children with 
upper ureteral blockage by anomalous renal vessels and 
in whom persistent or intermittent abdominal pain was 
a prominent symptom. In some there was complicating 
persistent pyuria; in 7 appendectomy had previously, 
but fruitlessly, been performed to relieve pain. In 
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13 cases obstruction was eradicated by dividing the 
obstructing vessel, and in the other cases nephrectomy 
was required because of advanced renal injury. 

Ureteral Kinks and Angulations—These are seldom 
clinically important in children. I have encountered 
but 1 case in which operation seemed indicated. This 
5 year old girl was admitted to the hospital because 
of persistent pain in her left loin and was thought to 
have surgical disease of the descending colon. Urologic 
examination revealed a fixed kink, probably congenital, 
in the upper third of the ureter; the kink persisted in 
urograms taken in the flat, upright and Trendelenburg 
positions. Surgical mobilization of the kink with neph- 
ropexy and subsequent periodic dilation of the ureteral 
stricture at the site of the kink were curative. 

Diverticula—A diverticulum of the lower left ureter 
in a 4 year old girl produced pain which caused the 
diagnosis of left sided “chronic appendicitis” to be 
made. The urogram readily suggested the anatomic 
diagnosis, and excision of the sac stopped the pain, 
which was due to ureteral compression by the distended 
diverticulum. 


Calculus —Because of improved dietetics in infancy 
and childhood, urinary calculus is seldom seen in the 
young in this country today. In most children with 
ureteral calculus the initial diagnosis of appendicitis 
or other intra-abdominal disease is usually made, but 
I have seen several in whom fortunate early urologic 
investigation averted needless laparotomy. Among these 
patients was a 4 year old boy admitted to the hospital 
with acute pain in the left loin radiating toward the 
testicle, with increased frequency of urination. Urog- 
raphy revealed a triangular calculus, approximately 
7 mm. in diameter, in the upper third of the ureter. 
Therapeutic ureteral dilation was carried out, following 
which the stone was passed into the juxtavesical seg- 
ment, where it was held up at the point of crossing of 
the vas deferens. Since it moved no farther downward 
during three weeks of observation, it was removed by 
ureterotomy. The stone was found firmly ennested and 
could progress no more, and the wisdom of open qpera- 
tion was confirmed. A 12 year old boy who ten days 
previously had undergone appendectomy for acute gan- 
grenous appendicitis suddenly developed acute left 
abdominal pain with nausea and vomiting; there was 
considerable intestinal distention with shock, and it 


seemed likely that acute intestinal obstruction had devel- 


oped. On one occasion during this postoperative com- 
plication pain had been referred to the left testicle, and 


there was some frequency of urination. An excretory, 


urographic study was advised and performed. This 
disclosed a small shadow about the size of a grain of 
rice (8 by 3 mm.) in the midportion of the left ureter 
and two hours later this stone spontaneously passed, 
with prompt relief of all symptoms. Here the early 
employment of excretory urography caused the diag- 
nosis of probable intraperitoneal disease to be ruled out 
and spared the boy the hazard and morbidity of laparot- 
omy at a critical moment. 

Vesical Distention—Too often in children this con- 
dition, unrecognized, is the cause of low abdominal 
pain. Neuromuscular disease, congenital contracture 
of the vesical outlet, congenital hypertrophy of the 
verumontanum, congenital valvular obstruction of the 
prostatic urethra, congenital stricture of the urethra 
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and congenital stenosis of the external urethral meatus 
are the commonest causes. In 2 instances hyper- 
trophy of the verumontanum and congenital valvular 
obstruction coexisted. Yet in such cases the history 
of dysuria with frequency of urination should suggest 
a clue, particularly as so often there is complicating 
urinary infection with persistent pyuria. The diagnosis 
is readily made by cystourethroscopy and the obstruc- 


. tion removed by transurethral electroresection with 


miniature instruments. In some cases of chronic hypo- 
tonic vesical urinary retention I have found the admin- 
istration of acetylcholine salts effective in stimulating 
bladder emptying. 

Congenital Stricture of the Urethra.—This is fre- 
quently observed in children, while the traumatic and 
postgonorrheal varieties are rare. ‘These lesions are 
apt to cause abdominal pain only when vesical over- 
distention results. In nearly every instance progressive 
periodic dilation with steel sounds is therapeutically 
effective. Of the lower urinary tract obstructions stric- 
ture at the external meatus is by far the commonest 
and may be of grave clinical importance. In a recent 
study of 152 cases of this variety, abdominal pain was 
found to be an outstanding symptom in 9 and was due 
to vesical distention. The diagnosis is made by inspec- 
tion ; wide meatotomy and the maintenance of a normal 
urethral caliber constitute the treatment. 

Miscellaneous Conditions—Palpation of the testicles 
is a most important part of the physical examination 
in males and particularly in those with symptoms of 
acute intra-abdominal disease. Torsion of an intra- 
abdominal testicle may suggest acute appendicitis or 
other serious lower abdominal surgical lesions. | have 
observed this in 1 boy with torsion of a right intra- 
abdominal testicle and in 3 others in whom the 
strangulated organ was at the internal inguinal ring. 
Moreover, torsion of the testicular appendix may cause 
differential diagnostic difficulties. 

In rare instances malignant tumor of the kidney 
(embryonal adenomyosarcoma or Wilms tumor), new 
growths of the adrenal or of the lumbar sympathetic 
chain, and notably the neuroblastomas may cause 
abdominal pain in the young and remain unrecognized 
until the tumor mass is sufficiently well developed to 
be readily palpable. 

COMMENT 

The relatively high incidence of urologic conditions 
which may produce abdominal pain in infants and chil- 
dren has been indicated. Congenital ureteral obstruc- 
tive lesions are common and, when right sided, are 
likely to cause the erroneous diagnosis of appendicitis 
to be made. No patient should be operated on for 
“chronic appendicitis” or “abdominal adhesions” until 
adequate investigation has ruled out urinary tract dis- 
ease as a possible cause of the clinical manifestations. 
Because of the high mortality engendered by delay and 
neglect, most children with symptoms of acute intra- 
abdominal disease should be given the benefit of early 
laparotomy ; but except in these cases urologic investi- 
gation and the correction of associated urologic disease 
may advisedly precede exploratory laparotomy, since 
the first procedure may render the second unnecessary. 
The urinalysis is usually abnormal in serious urinary 
tract disease, but the urine may be normal even though 
advanced obstructive uropathy exists. 

140 East Fifty-Fourth Street. 
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ABDOMINAL PAIN IN CHILDREN 
FROM A _ SURGICAL 
STANDPOINT 


ALFRED A. STRAUSS, M.D. 
CHICAGO 


There is probably nothing more perplexing or diffi- 
cult to evaluate than abdominal pain in children, or 
to estimate the pathologic condition in the abdominal 
cavity in these cases. The young child himself is not 
old enough to talk, or, if he is, it is difficult to deter- 
mine from his description how much pain he really 
has. In children up to 5 or 6 years of age it is hard 
at times to make out local tenderness or the local areas 
that are affected in the abdomen by percussion or 
palpation. Again, the physician or the surgeon is 
dependent on the intelligence of the mother, who has 
been with the child, for an accurate history of the 
course of the disease and the duration. of the symp- 
toms. In view of these two factors it is often difficult 
for the surgeon to decide whether he is dealing with 
a surgical condition in the abdomen. 

Another factor is the many medical conditions that 
occur in children such as enteritis, enterocolitis, the 
eruptive exanthema and the cases of infantile paralysis 
which occur during the periodic epidemics. During 
the epidemic in Chicago in 1943 my associates and I 
were called on to operate in 4 cases of so-called acute 
appendicitis, but operation was not performed in these 
cases as the condition proved to be infantile paralysis. 


CONDITIONS TO BE DIFFERENTIATED 

Of the many conditions that can produce acute 
abdominal pain in children, the following are the most 
important to be considered in making a differential 
diagnosis : 

Acute Enterocolitis—Probably the most difficult 
differentiation is between acute suppurative appendicitis 
and acute enterocolitis with diarrhea in a child from 
1 to 3 years of age. Many times the appendix is 
allowed to rupture because the child had diarrhea, and 
for this reason the pediatrician or the internist decided 
that the condition could not be appendicitis. From our 
past years of experience we feel that if there is the 
slightest doubt or question in cases of abdominal pain 
in children, operation should be performed. With care- 
ful induction of anesthesia and operative procedure we 
have never seen any bad results from such surgical 
intervention, even though operation may not reveal 
acute appendicitis or an acute condition in the abdo- 
men. On the other hand, we have seen too many 
cases of critically ill children in whom, when operation 
was finally performed, a peritonitis was encountered 
from an overlooked gangrenous appendix which had 
ruptured. . The mortality rate in neglected cases is 
much higher, and the children are many times critically 
ill from one to two weeks, while if operation had been 
carried out earlier they could be making a rapid 
recovery. Often the pediatrician or the internist hesi- 
tates to make a diagnosis of appendicitis if the patient’s 
pain and tenderness is high up on the right side, in the 
region of the liver ; but the pain is localized there owing 
to the fact that the cecum and appendix are still high 
up in the right side and have not yet rotated com- 
pletely into the lower right side of the abdomen. 


Read in a symposium on “Abdominal Pain in Children’ before the 
Section on Pediatrics at the Ninety-Fourth Annual Session of the Ameri- 
ean Medical Association, Chicago, June 15, 1944. 


Intussusception.—This condition, which occurs usu- 
ally in the first year of life, is characterized by symp- 
toms of acute agonizing pain, which can subside; then 
complete relaxation of the abdomen followed by bloody 
mucous stools. However, intussusception is often over- 
looked because of an inaccurate history of the symptoms 
of the child from the mother, from poor observa- 
tion or from the presence or absence of blood in the 


. stools, which is dependent on the amount of strangu- 


lation of the mesentery. Many times the diagnosis is 
not made until the abdomen becomes distended and 
tense from a gangrenous intussuscepted bowel. There 
are many intussusceptions which are mild in char- 
acter and in which there are no bloody stools present, 
and there are also recurrent intussusceptions that occur 
later in life, which are mild in character and do not 
produce bloody stools. These intussusceptions can 
exist for several days or weeks without damaging the 
colon, and they may be felt as a soft tumor in the 
abdomen, as-I will describe later. 

There is always a question between the surgeon 
and the pediatrician whether the intussusception is still 
present or whether it has released itself spontaneously. 
This, of course, can be determined with a roentgeno- 
graphic examination with barium, for if the intussuscep- 
tion has reduced itself the barium passes readily into 
the ileum. This is true in about 95 per cent of the 
cases since the ileocecal valve is incompetent in infants 
and young children, and the barium will pass into the 
ileum readily. I have seen a number of definite 
intussusceptions shown by x-rays and, after opening 
the abdomen, we could see the small markings on the 
ileum and the damaged bowel where the intussuscep- 
tion had been before it had released itself. However, 
I again take the position that it is much better to 
operate in such a case and find that the intussusception 
has reduced itself than to delay surgery and discover 
a badly damaged or gangrenous bowel from an intus- 
susception which has been left too long without surgical 
intervention. I want to emphasize that if there is the 
slightest doubt one never makes a mistake in operating 
in such a case. 

I have observed 3 cases in boys between the ages 
of 6 and 10 years in whom there was a chronic intus- 
susception without strangulation of the bowel, which 
produced only mild symptoms of obstruction. A tumor 
could be felt in the abdomen of these patients, and there 
was a history of mild cramps for several weeks and in 
1 instance for several months. One of these patients 
had been operated on three times previously for recur- 
rent intussusception. Not one of these intussusceptions 
had produced a complete obstruction, and the intussus- 
ception “was from 2 to 4 inches in length, where the 


‘ileum had intussuscepted through the ileocecal valve 


into the colon. To prevent a recurrent intussusception, 
I have found that the best surgical procedure is to 
divide the parietal peritoneum, suture it over the ileum 
with strips of parietal peritoneum, which hold the 
ileum in one direction, and then suture the parietal 
peritoneum in the opposite direction over the cecim. 
This makes the ileum retroperitoneal more or less for 
several inches and prevents recurrence of the intussus- 
ception. In all cases of intussusception in which the 
ileum and cecum have extremely loose mesenteries, | 
find it advisable to do this simple procedure to prevent 
recurrence. 

Mesenteric Adenitis—This condition is commonly 
mistaken for appendicitis, since the children have all 
the classic symptoms which would seem te indicate an 
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acutely inflamed appendix: pain, local tenderness, with 
varying elevations of temperature, and a high white 
blood cell count. However, the pain in these cases 
can be differentiated from appendicitis, as the attacks 
are intermittent and usually last only from a few 
minutes to half an hour with the pain confined to the 
area around the umbilicus. Many of these patients 
are operated on with a diagnosis of subacute appendi- 
citis or periodic attacks of appendicitis. ’ 
Many times I have operated for supposedly acute 
or subacute appendicitis and found a mesenteric adenitis 
of tremendous extent, with hundreds of glands which 
vary from pea to walnut size but with the appendix 
unaffected. I have never seen any harm from such sur- 
gery and I have always removed the appendix in such 
cases. On the other hand, there is a more severe type of 
mesenteric adenitis in which the glands are extremely 
reddened ; the patient has a high temperature and a 
rigid abdomen, such as one would find in a case of 
acute suppurative appendicitis. I have operated in 


(bowel shortened) 


Fig. 1.—Location of Meckel’s diverticulum in the small intestine, 
midway between the ligament of Treitz and the ileocecal valve, which can 
produce intussusception. 


cases in which one large gland in the mesentery near 
the ileocecal valve was suppurating and had broken 
down; and, in 4 cases, several of these glands had 
broken down, suppurated and produced a peritonitis of 
quite a virulent type. In all these cases recovery 
followed operation, with simple drainage of the 
peritoneum. 


Acute Inflammation or Rupture of Meckel’s Diver- 
ticulum.—Probably the next most common condition to 
be differentiated from acute appendicitis is acute inflam- 
mation or rupture of Meckel’s diverticulum. While, in 
a large number of cases, the Meckel’s diverticuium is 
located on the ileum within 4 to 12 inches from the 
ileocecal valve, I have seen a number of cases of perfo- 
rating Meckel’s diverticulum located midway between 
the ligament of Treitz and the ileocecal valve (fig. 1). 
In 2 cases the Meckel’s diverticulum inverted itself 
into the lumen and then, acting as a tumor in the lumen 
of the bowel, produced a double intussusception of the 
small intestine and in another case produced a triple 
intussusception (fig. 2). In all these cases acute pain 
and typical symptoms of acute appendicitis were pres- 
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ent. The acute inverted diverticulum was excised by 
an elliptic incision made in the longitudinal axis of the 
bowel after the intussusception had been released and 
then sutured transversely with two layers of silk 
suture (fig. 3). The intussusception in these cases is 
very easily released by the usual method of forcing 


Diverticuum inverted 
into bowel threatening 
intus susception \ 


I ntussuscepti on 


Fig. 2.—Meckel’s diverticulum, the diverticulum inverted into the bowel 
threatening intussusception; and diverticulum with intussusception. 


the bowel out as we do with a typical ileocecal intus- 
susception, and I have never seen any serious damage 
to the bowel result from these small bowel intussuscep- 
tions in comparison to the serious damage which can 
result from an ileocecal intussusception. I have noted 
a number of cases in which the Meckel’s diverticulum 
was acutely inflamed and, in addition, there had been 
much bleeding and a very pronounced anemia.' The 
blood in these stools was uniformly mixed, whereas, 
if the patient had bled from the large bowel, the blood 
would have been on the outside of the stool. This 
condition can be diagnosed if there is a history of con- 
stant presence of blood in the stool and the patients 
have pronounced anemia and local tenderness. Usually, 
in these cases of bleeding Meckel’s diverticulum, 
duodenal or gastric mucosa is present, and the lesion is 


Fig. 3.—Diverticulum excised in the longitudinal axis of the bowel, 
and the defect in the bowel closed transversely to the longitudinal axis 
of the bowel. 


similar to the gastric or duodenal ulcer infiltration that 
is seen in the stomach or duodenum. It is important 
that these patients have repeated blood transfusions, 
especially before operation, as these cases are not as 
acute as cases of appendicitis, and supportive measures 
can be taken before surgery. 


1. Strauss, A. A., and Abt, I. A.: Meckel’s Diverticulum as a 
Cause of Intestinal Hemorrhage, J. A. M. A. 87:99 (Sept. 25) 1926. 
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Intestinal Congenital Anomalies.—It is also difficult 
to differentiate the intestinal congenital anomalies that 
occur in young children shortly after birth and in the 
first year of life, such as lack of rotation and fixation 
of the mesenteries of the cecum, colon and intestine to 
the parietal peritoneum. 

The anomalies that occur in the upper intestinal 
tract, such as atresia of the pylorus or congenital pyloric 
stenosis, play no particular role in this paper, as these 
conditions do not produce pain, and their main symp- 
toms are regurgitation and vomiting. However, the 
atresia and strictures of the lower portion of the small 
bowel, colon and rectum play an important role in 
producing pain, abdominal distention and vomiting ; 
and in many instances if they are not immediately 
relieved they can produce death, because they damage 
the bowel and the intestine. This condition is not 
compatible with life and must be immediately relieved. 
I have recently had 2 cases of complete intestinal atresia 
in which about 4 inches of the small bowel was atresic. 
A resection was done with a side to side anastomosis, 
and both patients made excellent recoveries. 

This is, however, one anomaly that I should like to 
call attention to, namely, lack of rotation of the colon 


Parietal peritonewn 
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Fig. 4.—Parietal peritoneum sutured on in strips to prevent intus- 
susception of the ileum and cecum. . 


and absence of fixation of the mesenteries of the cecum, 
colon and intestine to the parietal peritoneum. The 
symptoms from this anomaly can occur any time during 
childhood, and even later in life. I have operated in 
5 cases of acute conditions of the abdomen in which 
there was no fixation of the mesenteries of the small 
intestine and colon to the parietal peritoneum, and the 
only attachment of the intestine was where the large 
blood vessels normally enter the mesentery at the celiac 
axis. There was longitudinal rotation or volvulus, 
with from five to six complete twists in both the small 
and the large bowel. The intestine appeared blue and 
cyanotic but not strangulated. The small intestine, as 
well as the large bowel, was easily untangled and was 
then attached in normal position by dissecting free 
small areas of the parietal peritoneum and suturing them 
to the colon and its mesentery to hold them in correct 
position. Similar attachments were also made to the 
small intestine in a half dozen areas. All of these 
patients made uneventful recoveries, and 1 whom I 
have been able to follow for seventeen years is in perfect 
health and an athlete at one of our universities. This 


shows that if the attachment of the organs is carefully 
made there is not likely to be a recurrence of the 
condition. 
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There are many other anomalies in children, aside 
from those due to lack of rotation of the cecum, such 
as atresias of the ileum near the ileocecal valve or 
congenital absence of the rectum or sigmoid, and it is 
important to keep all these factors in mind when one 
examines a child for an acute condition in the abdomen. 
Therefore I believe that, in consideration of these 
factors, if there is the slightest doubt regarding the 
diagnosis, operation should be performed on children 
much more readily than on adults, for whom such 
conditions can be ruled out. 

Infections —Pneumococcic peritonitis and other types 
of infections from the vagina, uterus and oviducts 
must be kept in mind in cases in young girls. The 
symptoms of pneumococcic peritonitis are sometimes 
more insidious, as the mother will state that the child 
had a mild stomach ache for a few days, which became 
more severe, until the abdomen was rigid and boardlike. 
The presence of a characteristic mucous type of secre- 
tion when the abdomen is opened, and a smear, often 
will diagnose the condition as pneumococcic peritonitis. 
If it is not of pneumococcic origin, gonococci or other 
organisms will be found. Before the use of the sulfon- 
amide drugs, pneumococcic peritonitis had a high mor- 
tality, from 50 to 90 per cent, but this has been 
remarkably reduced with the use of sulfonamide com- 
pounds. In spite of chemotherapy, the treatment 
in these cases, in my opinion, is drainage of the peri- 
toneum to relieve the intra-abdominal tension. I do 
not believe in closing the abdomen without drainage 
because the sulfonamide drugs are now available. 

It is difficult to differentiate between pneumonia and 
infections of the pleura, which often can produce 
rigidity and pain in the right side of the abdomen. It 
is only with a very careful examination of the chest 
and roentgenograms that a correct diagnosis can be 
made to determine whether the pain is produced from 
a chest condition or from an abdominal process. 

Ovarian Cyst.—Ovarian cyst of the right and the left 
side is much more common in young girls than has 
been realized. It is not unusual for a surgeon to 
operate for subacute appendicitis through a gridiron 
incision, remove a mildly inflamed appendix and close 
the abdomen, leaving an ovarian cyst. I therefore 
have made it a routine procedure in all cases of appendi- 
citis in females to palpate the right ovary and tube, 
the uterus and the left ovary and tube, except in the 
presence of an acute suppurative appendix. In a large 
number of cases in which I was not satisfied that the 
appearance of the appendix was sufficient to explain the 
symptoms of the patient I have found a small twisted 
ovarian cyst on the right or left side. I usually operate 
through a gridiron incision in all cases of appendicitis, 
and I have had no difficulty in palpating both tubes, 
ovaries and the uterus through this incision. If a 
routine examination of these organs is made when a 
subacutely inflamed appendix is removed, the mistake 
of overlooking an ovarian cyst is not apt to be made. 
The symptoms of a twisted ovarian cyst, as a rule, 
are not as severe as those of acute appendicitis; but | 
have seen cases in which the pain, white blood cell 
count and temperature were as high and the symptoms 
were as severe as those in acute suppurative appendi- 
citis. The surgical procedure in these cases is to extend 
the gridiron incision into a right rectus incision by 
splitting the rectus sheath downward. In the case of a 
simple -ovarian cyst I prefer to leave the base of the 
ovary and merely resect the cyst, but if the ovarian cyst 
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is badly twisted it is.best to remove the ovary, and in 
most instances, the tube. 


’ Rupture of Graafian Follicle—Another condition of 
the ovaries that must be taken into consideration is 
the rupture of a graafian follicle, with severe hemor- 
rhage. I have seen 27 cases in young girls of bleeding 
ovaries due to rupture of a graafian follicle. The 
abdomen was full of blood and there was a mild anemia, 
and all the typical symptoms of acute appendicitis were 
present, such as localized pain, high-temperature and 
rigidity of the abdomen, which was often very evident. 
In many instances it is almost impossible to differenti- 
ate between these two conditions until the abdomen is 
opened. Usually the procedure in these cases is careful 
suture of the bleeding ovary so that it is absolutely dry. 
I believe that the patient will have less reaction if all 
the blood is aspirated from the abdomen by suction 
apparatus. In these cases transfusion is usually indi- 
cated after operation. If the patient’s condition is 
quite good, I remove the appendix so as to spare the 
patient this procedure at any future time. 

Gallbladder Disease —Gallbladder disease, gallstones 
and obstruction of the common duct are much more 
common in young children than was thought at one 
time. It is extremely difficult at times to differentiate 
between an acute cholecystitis and a high lying appen- 
dix with a nonrotated cecum. If gallbladder disease is 
suspected and the condition persists, exploration is indi- 
cated. If stones are present it is best to do a chole- 
cystectomy; but, if the condition is very serious, 
removal of the stones and drainage will probably have 
the lowest mortality. Obstruction of the common duct 
may be due to lymph glands obstructing the common 
duct or to stones. In a boy aged 11 a stone was 
located in the ampulla of Vater. The common duct 
was large and there were no stones in the gallblad- 
der. The boy had repeated attacks of pain and a 
severe diabetes mellitus. The stone was removed, and 
the diabetes completely disappeared. I also found that, 
as a result of these previous attacks, a small amount 
of fat necrosis had formed in the abdomen. It is well, 
therefore, to consider gallbladder disease and patho- 
logic change in the common duct in the presence of 
acute abdominal pain in children. 

Congenital Megacolon or Hirschsprung’s Disease. — 
While this anamaly is not common it must be con- 
sidered in cases of acute abdominal pain, as many times 
there is an acute dilatation of the sigmoid portion of 
the megacolon, or a volvulus, with strangulation of its 
blood vessels. Usually the diagnosis can be made from 
a previous history of megacolon or from the pendulous 
distended abdomen produced by the large colon. In 
these cases | have always preferred to do an immediate 
simple loop ileostomy. I make the ileostomy opening 
immediately at operation and pass a rectal tube through 
the ileocecal valve into the colon, using a suction 
apparatus to decompress the colon. I prefer ileostomy 
to cecostomy because it avoids handling of the tremen- 
dously large colon. After the decompression has been 
effected by ileostomy, a left rectus incision is made 
and the rotated megacolon corrected and left alone if 
the blood supply has not been strangulated. However, 
if the blood supply has been cut off and the bowel 
damaged beyond repair, a local resection may have to 
be done by the obstructive clamp method. I prefer this 
operative procedure because I believe that the funda- 
mental factor for the immediate relief of the patient’s 
condition is the decompression of the colon. 
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Subacute and Chronic Ulcerative Colitis —While this 
condition is comparatively rare in infants and children, 
the possibility of its presence must be considered in the 
case of an acute condition in the abdomen. In fact, 
some of the most severe forms of the disease have 
occurred in young children and infants. <A history of 
cramps and pain and the presence of mucus, pus and 
blood in the stools is quite characteristic, and a careful 
proctoscopy usually makes the diagnosis comparatively 
simple. In my judgment, if the disease does not subside 
within a few weeks an immediate simple loop ileostomy 
is indicated. I know of no other condition of the colon 
which will show more decided improvement from imme- 
diate ileostomy. I believe that an immediate ileostomy 
is the only means by which the progressive pathologic 
course of the disease can be arrested and the destruc- 
tion of the colon prevented. If the disease subsides, 
which it has a greater tendency to do in children and 
infants than in older persons, the ileostomy can easily 
be closed. By this procedure not only the patient’s 
colon but his life can be saved. Medical treatment 
in these cases has little to offer and has been overdone 
by being continued until the colon is completely 
destroyed. In 4 of 5 cases in young children the 
ileostomy was closed within four years and the patients 
have remained perfectly well. In the fifth case the 
ileostomy is still present, as the colon contracted and 
strictures formed to such an extent that closure was 
impossible. 

Strangulated Hernias—In the diagnosis of an acute 
condition in the abdomen, this condition is sometimes 
overlooked, especially the incarcerated or strangulated 
femoral hernia in infants, because of the fatty condition 
of the abdomen in the inguinal and pubic regions. 


INDICATIONS FOR OPERATION 


Acute appendicitis is quite rare in children under 
2 years of age, although I have seen 2 cases in infants 
aged 6 weeks and a fairly larger number in children 
between 6 and 12 years than in those between the 
ages of 1 and 6. It is sometimes extremely difficult to 
make an early diagnosis of this condition in children 
between 1 and 6 years of age, first, because of the fat 
abdomen and, second, because of the difficulty in differ- 
entiation from other conditions such as enterocolitis, 
peritonitis of primary type, acute mesenteric adenitis 
and the exanthemous fevers. I have seen a number 
of cases of appendicitis in which measles and severe 
scarlet fever were complicating conditions. It is impor- 
tant to make an early diagnosis of acute appendicitis 
in young children because the condition takes an entirely 
different course than that in an adult. I have often 
called attention to the fact that the appendix ruptures 
much earlier in children than in adults and is more likely 
to produce a general peritonitis. This is because the 
wall of the appendix in children consists chiefly of elastic 
tissue and has less connective tissue than that of adults, 
and, if the lumen becomes obstructed by a fecalith or 
inspissated material, the appendix will rupture much 
sooner. I have also noticed many more fecaliths and 
inspissated material in the lumen of the appendix in 
children than in adults. The peritoneum in children 
has less resistance to a peritonitis and there is little 
omentum in the region of the appendix to serve as 
protection. Then too the mother is more likely to give 
the child castor oil or another purgative for a so-called 
stomach ache and this, of course, is an additional factor 
which may endanger rupture and general peritonitis in 
cases of acute appendicitis. Needless to say, in children 
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in the first years of life appendicitis must be differen- 
tiated from the respiratory infections which are common 
at that age. The direct symptoms of appendicitis, such 
as pain, localized tenderness and rise of temperature, 
vary little from those in adults except that the tempera- 
ture is usually higher and the vomiting more pro- 
nounced. A rectal examination should be made in 
addition to examination of the abdomen. It is common 
to obtain a leukocyte gount of 12,000 to 20,000 with 
85 to 90 per cent polymorphonuclears. A urinalysis 
should be done, although red blood cells in the urine 
do not always rule out appendicitis. In fact, gross blood 
appeared in the urine in 3 cases in which the appendix 
was retrocecal and was localized over the ureter, and 
the inflammatory process had infiltrated into the ureter. 

In the surgical treatment of appendicitis in young 
children, immediate and early operation is the most 
important factor in securing good results and a low 
mortality rate. I do not believe in delay of operation 
or use of the so-called Ochsner nfethod of treatment, 
except for a few hours in which the patient should be 
given intravenous injections of glucose and blood trans- 
fusions to get him in good condition. I prefer the 
McBurney gridiron incision to any other method; and 
if there is any difficulty the incision can always be 
extended above or below into a right rectus incision. 
I do not believe in drait.ing abscesses without removal 
of the appendix and inversion of the stump with a 
wax silk purse string. I think it is a great mistake 
to drain the abscess and leave an infected appendix with 
enteroliths and a sloughing appendix within the peri- 
toneal cavity. Young children do not stand well absorp- 
tion from such a source, and it takes little time to peel 
off the appendix in almost any position. It adds little 
to the operation and rids the patient of the infectious 
process. I have never drained an appendical abscess 
in a child without also removing the appendix, and after 
a rather extensive experience | still believe that this 
is the best method of treatment. I also think it is a 
mistake merely to remove the appendix and ligate with 
chromic catgut or silk without also inverting the stump, 
especially in the case of an infected appendix, as fecal 
fistulas are bound to develop at the stump where the 
appendix was ligated when drainage is established. I 
have never seen a fecal fistula develop since I have 
adopted the procedure of ligating the stump and invert- 
ing it with a purse string of wax silk. I do not believe 
in closing the abdomen without drainage in cases of 
very severe suppurative appendicitis, especially if the 
appendix has ruptured or there is a severe local peri- 
tonitis. Since sulfanilamide has come into use, many 
surgeons have closed the abdomen in such cases and 
depended on the drug. I use sulfanilamide but in 
addition employ drainage, especially in cases in which 
the appendix has ruptured. Also in occasional cases 
of severe localized peritonitis in which the bowel shows 
a great deal of grayish exudate and inflammation I 
believe it is safer to establish drainage than to close 
the abdomen. I prefer to give glucose and blood intra- 
venously in cases of peritonitis and administer nothing 
by mouth until the abdomen has become soft. I use 
the Wangensteen method only when I feel that it is 
indicated; that is, when the peritonitis is severe and 
there is a good deal of intestinal distention. I have 
also used a rectal tube with a Wangensteen suction 
apparatus to keep the colon collapsed in cases where 
there was much abdominal distention. In 4 cases of 
severe appendicitis with rupture and pronounced peri- 
tonitis, in which the bowels and the stomach were tre- 


mendously distended, I did an immediate loop ileostomy 
to collapse the ileum, in addition to removing the 
appendix. I reduced the colon by passing a rectal tube 
through the ileocecal valve. Four patients with severe 
appendicitis which had ruptured and produced perito- 
nitis had been critically ill from five to eight days; the 
bowel and stomach were tremendously distended and 
they were in a moribund condition. I did an immediate 
loop ileostomy and the patients recovered. Large 
amounts of glucose intravenously and repeated blood 
transfusions are important supportive measures for a 
critically ill child with peritonitis following rupture of 
the appendix. Young children have elastic vascular 
systems and stand intravenous fluids well, and they 
show the good effects of this treatment much more 
quickly than do adults. 


CONCLUSIONS 

The difficulty in making an accurate diagnosis of an 
acute condition of the abdomen in infants and children 
is due to the following factors : ; 

1. The differentiation between the exanthematous diseases of 
early childhood. 

2. The anomalies that occur in infancy in the intestinal tract 
and the abdomen, 

3. The fatty condition of the abdomen in infants and children 
in the inguinal and pubic regions, which makes ‘palpation and 
percussion difficult. 


Early diagnosis and operation are the important fac- 
tors for lowering the mortality rate of appendicitis in 
children, and more harm can result from the delay of 
operations than from operations performed on an erro- 
neous diagnosis. 

104 South Michigan Avénue. 


ABSTRACT OF DISCUSSION 


ON PAPERS OF DRS. CAMPBELL AND STRAUSS 

Dr. Herpert E. Cor, Seattle: For several years Dr. Camp- 
bell has been making valuable contributions to the care of 
children by pointing out repeatedly the signs and symptoms of 
uropathy. I confess to surprise at his statement that one eighth 
of all children have some type of urogenital anomaly. He also 
says “Most acute abdominal pains demand surgical considera- 
tion.” Sylvester several years ago, in reporting 1,000 cases of 
acute abdominal pain, found 80 per cent nonsurgical. I wonder 
if Dr. Campbell’s statement should not read “Most acute 
abdominal pains which reach the surgeon demand surgical 
consideration.” Especially deserving of emphasis is his insis- 
tence that children with nonemergency pain or with continued 
or recurring pain of obscure origin be given the benefit of a 
comprehensive urologic examination. Acute appendicitis is too 
often a lazy diagnosis and chronic appendicitis a wastebasket 
diagnosis, to be condoned. His recitation of the case of “left 
sided chronic appendicitis” illustrates the extent to which some 
may go to make the appendix the culprit. It is poor policy to 
hurry the examination. Ten minutes spent in gaining the con- 
fidence of the child will insure the acquisition of all necessary 
information in the succeeding three minutes, whereas a fifteen 
minute struggle results only in physical and mental exhaustion 
for all concerned. An attractive toy, apparently carelessly 
dropped on the floor, will demonstrate characteristic pain reac- 
tions in muscles or abdomen and avoid a negativistic response 
to a question or a command. A suspected point of abdominal 
tenderness should be approached from a known nontender area, 
and the rigidity due to a cold hand, too vigorous prodding or 
fear of the examiner should be avoided. When the rectal 
examination is necessary, it should be conducted with utmost 
gentleness and plenty of lubrication if the results are to be of 
any significance. Abdominal tenderness in an infant may often 
be differentiated from peristaltic pain by requesting the mother 
to hold the patient firmly against her shoulder. Posture and 
actions are often presumptive diagnostic points in estimating 
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abdominal tenderness, as the child with a tender appendix will 
lie quietly whereas one with colic or early obstruction usually 
tosses about. The periodicity of the pain of peristaltic rushes 
suggests the obstructive type of lesion or the functional con- 
dition rather than the inflammatory one, but in the presence of 
definitely localized tenderness such periodic pain directs atten- 
tion to an acutely inflamed appendix without protective adhe- 
sions. Moderate, persistent pain over a period of hours or 
days suggests the pressure of a tumor, a mesenteric drag or 
slow distention of the peritoneal covering of a viscus. Severe 
periodic right sided pains with relatively normal intervening 
periods require careful palpation along the course of the ureter, 
palpation over the bladder.and. the gonads and_all laboratory 
aids to diagnosis. Much as I dislike the term, exploratory 
laparotomy must occasionally be performed, and the surgeon 
must have well in mind the various conditions that he may 
encounter. Dr. Strauss’s principle that delay while attempting 
fine points of diagnosis is far more dangerous than opening a 
normal abdomen 1s vitally important and should be a funda- 
mental concept with all who treat abdominal pain in children. 

Dr. Ernst Wo rr, San Francisco: Many children are seen 
as suspects for so-called subacute appendicitis, who complain 
about abdominal pain, mostly in the afternoon, but have no 
fever nor abdominal rigidity but irregular bowel movements. 
These children lose their symptoms on a good regimen of 
adequate diet and regular elimination early in the day. Nobody 
up to now has mentioned the psychosomatic angle of abdominal 
pain as a leading symptom. We have learned from psycholo- 
gists and psychiatrists that the gastrointestinal tract is the shock 
receiving organ, which is frequently hit by emotional upsets in 
childhood. It is an everyday experience in pediatric practice 
that emotional stresses within the family, as between parents 
and children, and emotional upheavals in the lives of children 
provoke abdominal pain and require psychotherapy. 


NODULAR VASCULAR DISEASES OF 
THE LEGS 


ERYTHEMA INDURATUM AND ALLIED CONDITIONS 


HAMILTON MONTGOMERY, M.D. 
PAUL A. O'LEARY, M.D. 
AND 
NELSON W. BARKER, M.D. 
ROCHESTER, MINN. 


There is a group of diseases which involve primarily 
the legs, characterized by the presence of nodules and 
sometimes by ulceration and which are associated with 
varying degrees of involvement of the blood vessels and 
fibrosis. These diseases, which have many features in 
common, are nodular vasculitis, erythema induratum, 
erythrocyanosis and pernio, erythema nodosum, pan- 
niculitis, recurrent idiopathic thrombophlebitis, and 
indurated cellulitis and ulceration secondary to chronic 
venous stasis. 

Our especial interest in these diseases was aroused 
because they have certain clinical features in common 
which often make a differential diagnosis difficult or 
impossible on clinical grounds alone. Likewise it is 
difficult to correlate the vascular involvement, which 
may be of varying degree and sometimes of different 
types in each disease with the clinical findings. Further- 
more, histopathologic studies of tissue excised from the 
nodules and ulcers have not simplified the problem, 
especially as to the etiologic relationship of tuberculosis 
in some of them. If typical tubercle formation with 
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varying amounts of central caseation and zones of epi- 
thelioid cells, lymphocytes, plasma cells and Langhans’ 
type of giant cells was demonstrable in all cases and if 
th: diagnosis of tuberculosis could be substantiated by 
the demonstration of Mycobacterium tuberculosis in 
sections of tissue or by animal inoculation, the etiologic 
problem would be simplified considerably. It is gen- 
erally recognized that the presence of collections of 
epithelioid cells and only a few giant cells is not diag- 
nostic of cutaneous tuberculosis ; such histologic changes 
occur in many nontuberculous conditions such as 
tuberculoid syphiloderm and tuberculoid forms of 
leprosy. Conversely, in typical cases of tuberculous 
erythema induratum pathologic examination may fail to 
reveal evidence of tuberculosis but simply reveal a non- 
specific granulomatous lesion with varying degrees of 
fatty atrophy, fibrosis, vasculitis and foreign body giant 
cell reaction. We have observed a case in which such 
a histopathologic picture was present. Notwithstanding 
the absence.of a true tuberculous. structure, the disease 
was proved to be tuberculous by inoculation of guinea 
pigs. Accordingly, we are in accord with Kyrle* in 
believing that Mycobacterium tuberculosis may produce 
a banal nonspecific inflammatory reaction in some cases 
while in others the classic tubercle formation may be 
present. When the histopathologic findings are pre- 
sumptive, concomitant evidence of the existence of 
tuberculosis as revealed by inoculation of guinea pigs, 
tuberculin tests and roentgenologic examination is 
essential for diagnosis. In cases in which the diagnosis 
is doubtful, we have found that observation of the 
patients for a long time is advisable because, although 
evidence of the existence of tuberculosis may be lacking 
when the patient is first seen, repeated examination may 
subsequently show the presence of tuberculosis in the 
cervical lymph nodes, peritoneum or elsewhere. Two 
of us and Brunsting * recently observed a woman aged 
54 with nodular vasculitis in whom clinical, pathologic 
and bacteriologic examination had failed to disclose any 
evidence of tuberculosis. When the patient was seen 
six months later she had tuberculous cervical adenitis 
(proved histologically) and a strongly positive tubercu- 
lin reaction. 

The ideal procedure for an investigation of this type 
would consist, as Sulzberger * suggested, in the removal 
of many large specimens of the cutaneous -lesions in 
different stages of development. 
should be examined microscopically and a portion of 
each specimen should be used to inoculate as many as 
10 guinea pigs. We have adopted the following criteria 
as evidence of the tuberculous origin of these diseases: 
(1) a positive reaction of guinea pigs to inoculation ; 
(2) the presence of accepted histopathologic changes 
of tuberculosis including the presence of typical 
tubercles, with or without demonstration of Myco- 
bacterium tuberculosis, and not merely collections of 
epithelioid cells and foreign body giant cells or the 
presence of caseation necrosis without the formation of 
tubercles; (3) contributory evidence such as proof of 
active tuberculosis elsewhere in the body or a history 
of previously recognized tuberculosis, positive roentgen- 
ologic findings or strongly positive tuberculin reactions, 
and (4) the clinical appearance and typical course of 
accepted types of cutaneous tuberculosis. These criteria 


From the Section on Syphilology (Drs. Montgomery 
and O’Leary) and the Division of Medicine (Dr. Barker), Mayo Clinic. 
_ Read before the Section on Dermatology and Syphilology at the 
Ninety-Fourth Annual Session of the American Medical Association, 


Chicago, June 16, 1944 


1. Kyrle, Josef:. Vorlesungen tiber Histobiologie der menschlichen 
Haut und ihrer Erkrankungen, Berlin, Julius Springer, 1925, pp. 181-186 
2. O’Leary, P. A.; es Hamilton, and Brunsting, L. A.: 
A Case for Blesnssia, Arch. Dermat. & Syph. 50: 212-213 (Sept.) 1944. 
3. Sulzberger, M. B., in discussion on Bechet,'* pp. 59-60. 
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have been listed in the order of their diagnostic 
significance. 

Although it is rare that all of these criteria can be 
demonstrated in the same case, they should be 
sought for. 


Fig. 1—a, nodular vasculitis in the leg of a woman aged 59; lesion of 
six months’ duration; b, thickened walls of arterioles and venules at X; 
fibrosis and foreign body giant cell reaction in subcutaneous tissue (X 50). 


This report is based on a study of the clinical, histo- 
pathologic and other laboratory data in 175 cases of 
nodular, and in some cases ulcerative, lesions of the legs 
and in 40 cases of recurrent idiopathic thrombophlebitis 
previously reported by one of us.‘ All of the 175 
patients in the present series were white adults. In 
some cases the disease had been present for a long time, 
that is, it first had appeared at the age of puberty or 
when the patients were in the early teens. Negroes for 
whom a diagnosis of sarcoid or sarcoidosis was enter- 
tained and Negroes with cutaneous tuberculosis of the 


- extremities were excluded from this study, as we 


believe they represent a distinct problem in themselves. 
In practically all of the cases a complete physical exam- 
ination including roentgenologic examination of the 
thorax was performed in an effort to disclose evidence 
of tuberculosis. In many cases tuberculin tests were 
done by the intracutaneous method, by using purified 
protein derivative. A weak dilution of 0.00002 mg. was 
used, but in some cases a second injection of 0.005 
mg. also was given. Animals were inoculated and 
cultures were made in a search for Mycobacterium 
tuberculosis in some of the recently observed cases, 
especially those in which a diagnosis of erythema indu- 
ratum was considered. 


NODULAR VASCULITIS 
The nontuberculous origin of erythema induratum, 
especially the nodose nonulcerative form, as_ first 
exemplified by the case reported by Audry,® was further 


4. Barker, N. W.: Primary Idiopathic Thrombophlebitis, Arch. Int. 
Med. 58: 147-159 (Jul ) 1936. 
5. Audry, C.: Etude de la lésion de l’érythéme induré (de Bazin) 


— notion du lymphatisme, Ann. de dermat. et syph. 29: 209-214, 
898. 


A. M. A, 


considered in the cases reported by Galloway® and 


Whitfield ? at the beginning of this century. Our con- 
cept of nodular vasculitis corresponds well with the 
description given by Galloway and Whitfield in several 


articles. The nodose lesions are painful and occur 


chiefly on the calves of the legs of women 30 to 40 years 
old. They are seen only rarely among men or younger 
women and tend to clear up with rest in bed and eleva- 
tion of the legs. Ulceration seldom occurs, but recur- 
rence is common and a history of a previous or 
long-standing phlebitis is sometimes obtained. The 
lesions (fig. 1a) have the same distribution as those of 
erythema induratum but are more painful and usually 
are of shorter duration. Histopathologically the nodules 
showed evidence of vasculitis with varying degrees of 
thickening and obliterative changes in both veins and 
arteries and a varying degree of fibrosis of the sub- 
cutaneous tissue, with collections of foreign body giant 
cells and atrophy of the fat but without definite tubercle 
formation (fig. 1b). Audry, Galloway and Whitfield 
and other authors* were unable to demonstrate any 
clinical evidence of tuberculosis elsewhere in their 
patients, and animal inoculation failed to disclose Myco- 
bacterium tuberculosis. In the cases reported by Whit- 


Fig. 2.—a, erythema induratum of fifteen years’ duration on the legs of a 
woman aged 30; b, typical tubercle with central caseation about a small 
vein in subcutaneous tissue (X 90). 


field there was failure to react systemically to doses 
of old tuberculin which caused febrile reactions in con- 
trol cases of proved tuberculosis. Some of their patients 


6. Galloway, in discussion, Brit. J. Dermat. 11: 206-207 (May) 1899. 
Galloway, James: Case of Erythema Induratum Giving No Evidence of 
Tuberculosis, ibid. 25: 217-225 (Jul 1913, 

7. Whitfield, Arthur: On the Nature of the Disease Known as 
Erythema Induratum Scrofulosorum, Am. J. M. Sc. 122: 828-834 (Dec.) 
1901; abstr., Brit. J. Dermat. 13: 386-387 (Oct.) 1901: A Further Con- 
tribution to Our uae of Erythema Induratum, ibid. 17: 241-247 
(July) 1905; On Multiple Inflammatory Nodules of the Hypoderm, 
ibid. 21:1-12 (Jan.) 1909. 

8. Pick, Walther: eS ay nodosum perstans, Arch. f. Dermat. u. 
Syph. 82: 271, 1906; Ueber die persistierende Form des Erythema 
nodosum, ibid. 72: 361-372, 1904. 
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were observed for many. years. Whitfield stressed the 
absence of systemic disease and the onset after 30 years 
of age, whereas Galloway emphasized the vascular 
changes. The nontuberculous origin of erythema 
induratum in some cases. has been emphasized more 
recently by Ormsby ® and Michelson.*° Cases which 
we have regarded as cases of nodular vasculitis also 
have been reported at recent meetings of dermatologic 
societies.** 

We would abandon the term “periphlebitis” or 
“phlebitis nodularis necrotisans” as suggested by 
Philippson,’* because it has been used to represent 
both tuberculous 7* and nontuberculous ** conditions. 
Furthermore, in many of the reported cases of periphle- 
bitis nodularis necrotisans the arteries as well as the 
veins apparently have been involved.'® We believe that 
some of these cases could more properly be grouped 
with cases of nodular vasculitis, whereas some of the 
other cases would fit in with cases of primary recurrent 
thrombophlebitis. 


ERYTHEMA INDURATUM 

We employ the term “erythema induratum” (Bazin) 
in the specific sense to designate a tuberculous process 
either of an ulcerative or of a nodose form. The dis- 
ease usually is described as beginning with involvement 
of the calves of the legs of girls during adolescence, but 
it also may occur among boys and men and ‘may start 
at any age in life (figs. 2 and 3). Erythema induratum 
also may be associated with-other-forms of hematog- 
enous tuberculosis and has been groupéd by one of us *° 
under the heading of tuberculosis cutis indurativa, which 
includes papulonecrotic tuberculids. 

The 175 cases in this series included 72 which, after 
correlation of clinical and pathologic findings, were 
classified as cases of erythema induratum. The age 
at the onset of the disease varied from the early teens to 
65 years, Eleven patients were men. In 2 of the 11 
cases the lesions were classic examples of the usual 
ulcerative form of erythema induratum occurring on 
the leg; in 5 of the cases there were nodose lesions 
without ulceration. In the remaining 4 cases cutaneous 
tuberculosis was present elsewhere; the tuberculous 
lesions included papulonecrotic tuberculids and scrofulo- 
derma. Two of the women had lesions of erythema 
induratum on their legs and similar lesions on the arms 
and breast... A history of recurrent nodules and ulcers 
which occurred every winter and disappeared in the 
summer was obtained in several of the cases (fig. 3). 
In a few cases the involvement was unilateral ; in 2 cases 


9. Ormsby, O. S.: Erythema Induratum, in A Practical Treatise on 
Diseases of the Skin, for the Use of Students and Practitioners, Phila- 
delphia, Lea & Febiger, 1915, pp. 712-715; in Ormsby, O. S., and Mont- 
gomery, Hamilton: Diseases of the Skin, ed. 6, Philadelphia, Lea & 
Febiger, 1943, pp. 858-861. 

10. Michelson, Henry: Unpublished data. 
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there were superficial lesions which simulated ecthyma- 
tous ulcers and were comparable to tuberculides 
ulcereuses des membres inférieurs as described by 
Pautrier."? 

In 21 of 25 cases of erythema induratum the intra- 
cutaneous tuberculin test (purified protein derivative ) 
with a weak first dilution was positive. Mycobacterium 


Fig. 3.—a, erythema induratum on leg of a woman aged 31; recurrent 
nodules, ulcers and livedo had occurred each winter for eighteen years; 
b, large occluded vein in subcutaneous tissue at X; fibrosis and fatty 
atrophy (x 30). 


tuberculosis was searched for in the examination of 
specimens of the skin in all of the cases of erythema 
induratum but was found in only 2. Inoculation of 
guinea pigs with portions of these specimens disclosed 
Mycobacterium in only 2 of 10 cases in which this test 
was performed. A negative result, however, would not 
rule out the presence of this organism, as such a nega- 
tive report is of no significance. 

It is generally recognized that in cases of erythema 
induratum the histopathologic changes are not always 
classic. In our experience a nonspecific granuloma 
with varying degrees of vasculitis has been present in 
somewhat more than 30 per cent of cases. Writers, 
including Volk,’* Gans, Kyrle! and Pautrier,?° all 
have emphasized that the histopathologic changes are 
not always characteristic, and they have spoken essen- 
tially of the following three types of histologic reactions 
seen in cases of erythema induratum: (1) formation of 
typical tubercles with caseation in the center of the 
tubercles (fig. 2), (2) a severe degree of necrosis of 
the fat, both acute and chronic in type, with varying 
degrees of vasculitis and foreign body giant cell reaction 
and (3) a process similar to the second but with exten- 
sive fibrosis rather than necrosis of the fat pre- 


17. Pautrier, L. M.: Tuberculose nodulaire dermique a petits nodules; 
les tuberculides ulcéreuses, in Darier, J., and others: Nouvelle pratique 
dermatologique, Paris, Masson & Cie, 1936, vol. 3, chapter 2, pp. 643-652. 

18. Volk, Richard: Tuberkulose der Haut, in Jadassohn, J.: Hand- 
buch der Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 
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19. Gans, Oscar: Tuberculosis cutis indurativa, in Histologie der Haut- 
krankheiten; die Gewebsveranderungen in der Kranken Haut unter 
Beriicksichtigung ihrer Entstehung und ihres Ablaufs, Berlin, Julius 
Springer, 1925, pp. 463-478. 

20. Pautrier, L. M.: Tuberculose nodulaire hypodermique; érythéme 
induré de Bazin, in Darier, J., and others: Nouvelle pratique derma- 
tologique, Paris, Masson & Cie, 1936, vol. 3, chapter 3, pp. 655-669. 
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dominating. Gans *® regarded fibrosis as a late stage 
in the disease. Multiple sections of wide deep 
specimens which include subcutaneous tissue may be 
necessary before typical tubercles can be demonstrated. 
More than one specimen often is necessary for diagnosis. 

A review of the literature of recent years indicates 
that little attention has been paid to the vasculitis 
present in erythema induratum, which formerly was 
described as affecting chiefly the veins and to a lesser 
degree the arteries. We observed some involvement 
of the veins and arteries in all of our cases (figs. 3 
and 4). Varying degrees of periarteritis, endarteritis, 
panarteritis and phlebitis of the same types can be seen 
in erythema induratum involving not only the arterioles 
and venules but also at times involving the larger vessels 
in the subcutaneous tissues. As a result of necrosis of 
the fat (panniculitis) or extensive fibrosis secondary 
to the vasculitis, vascular changes may predominate 
to the exclusion of any formation of tubercles. At times 
there may be a necrotizing arteritis or a hyaline or 
fibrinoid necrosis of the arterial walls involving the 
media and intima which is suggestive histologically of 
periarteritis nodosa but is not associated with evidence 
of systemic disease. Varices that may be associated 
with lesions of erythema induratum are usually readily 
distinguished from the vasculitis seen in erythema 
induratum by the microscopic appearance, including the 
wavy walls and irregular pattern of the fibrosis that 
is present. 

ERYTHROCYANOSIS AND PERNIO 

Telford ** defined erythrocyanosis as a reddish blue 
discoloration of the skin seen on the lower half of the 
legs of girls and young women, which is associated with 
indurative nodules which may break down to form small 
ulcers and undergo involution with residual scarring. 
Most of the affected women are stout and have a fiorid 
appearance and large legs. He compared the process 


Fig. 4.—Tyypical examples of erythema induratum with vasculitis in 
subcutaneous tissue: a, obliterative changes in vein and artery (xX 75); 
b, thickening of wall of vein, proliferation of endothelium but preser- 
vaticn of elastic tissue; arterioles also thickened at X (xX 50). 


to vascular disturbances in the leg in anterior poliomye- 
litis in which nodules develop in the winter time but 
later persist the year round with subsequent develop- 


21. Telford, E. D.: Lesions of the Skin and Subcutaneous Tissue in 
Diseases of the Peripheral Circulation, Arch. Dermat. & Syph. 36: 952- 
963 (Nov.) 1937, 
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ment. of ulcers. Telford expressed the opinion that 
Bazin’s disease (erythema induratum) is not of tuber- 
culous origin and is in no way different from the 
condition he called “erythrocyanosis.” He was unable 
in his cases to demonstrate a tuberculous origin either 
clinically, pathologically or by animal inoculation. In 


Fig. 5.—a, pernio or erythema induratum (?) on the legs of a woman 
aged 29; painful nodules had recurred each winter for thirteen years; 
the ulcers, which had been present for one year, are deeper than those 
observed in most cases of pernio; b, obliterative vasculitis, fibrosis and 
caseation and fatty atrophy in subcutaneous tissue (xX 35). 


describing the microscopic appearance of erythrocyanosis 
he mentioned foreign body giant cells, obliterative 
vascular changes including thickening of all the coats 
of the arteries, necrosis of the fat and finally formation 
of fibroblasts and granulation tissue. He said that 
unlabeled sections of tissue of patients who have 
erythrocyanosis, Bazin’s disease, anterior poliomyelitis 
and necrosis of the fat of the breast cannot be separated 
into their respective groups by histopathologic exam- 
ination alone. He also said that tissues have a limited 
method of response and one should depend essentially 
ot. the clinical course and appearance of the disease 
for diagnosis. Seventeen of his 19 patients with 
erythrocyanosis remained well after sympathectomy. 
Telford ** apparently opposed the concept tliat 
erythema induratum is due to tuberculosis. Certaitily, 
many of his illustrations, especially his figures 3, + 
and 5, would be acceptable as representing early: but 
definite formation of tubercles, while other photomicro- 
graphs he included do not differ from those showig 
the nonspecific changes frequently seen in erythema 
induratum. 
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McGovern and Wright,?* under the title Pernio: ** 
a vascular disease, reported cases which they regarded 
as similar to those reported by Telford. They pointed 
out that in Bazin’s original monograph there were 
reports of several cases in which the description fitted 
that of pernio rather than that of erythema induratum 
but that, when Bazin originally described the condition, 
Mycobacterium tuberculosis had not been discovered. 
McGovern and Wright said that the onset of the disease 
was associated with painful nodules and_ indurated 
lesions on the legs of girls in adolescence, that it was 
precipitated by expostire to-cold and that it tended to 
persist throughout the winter and disappear in the 
summer. A serosanguineous to purulent exudate is 
frequently followed by the appearance of superficial 
ulcers which may not clear up in the summer in cases 
in which the disease has been present for a long time 
(fig. 5). The internal malleolus and the calf are. sites 
of predilection ; however, the feet and toes, which. rarely 
are involved in cases of erythema induratum and 
nodular vasculitis, may be involved by erythrocyanosis 
or pernio. McGovern and Wright compared their cases 
to the cases of frostbite reported by Perutz,?* whose 
patients were women. In the cases reported by Perutz 
the inner aspects of the knee.joints were involved and 
the condition was - designated as “erythrocyanosis 
crurum puellaris.” McGovern and Wright regarded 
pernio as a vascular disease affecting the smaller vessels 
of the skin and associated with terminal sclerodermatous 
changes. They described angtitis of the smaller’ veins, 
necrosis of fat and giant cells which were not associated 
with evidence of tuberculosis. 

In both erythrocyanosis and pernio there's are recur- 
rent attacks which occur in the winter and disappear 
in the summer, which also is true in some cases of the 
tuberculous type of erythema induratum ;, however, it is 
true that the ulcers of pernio are usually more super- 
ficial than are the ulcers of erythema induratum and 
that the degree of inflammatory reaction is not as great 
in pernio as it is in erythema induratum. 


ERYTHEMA NODOSUM 


Erythema nodosum is a much more acute process 
than any of the conditions that we have considered so 
far. The term is usually applied in this country to an 
acute disease associated with fever, malaise and 
arthralgia and characterized by relatively superficial 
tender nodules and plaques which occur on the legs 
but at times occur elsewhere on the body. The lesions 
last a few days to several weeks. They undergo involu- 
tion without ulceration and leave a residual discolora- 
tion. There is a tendency for attacks to occur in the 
spring and autumn, and the disease has been associated 
with streptococcic infection, including foci of infection 
in the teeth and the tonsils. A chronic lesion resembling 
erythema nodosum may occur in association with other 
conditions such as syphilis and coccidioidal granuloma 
or as the result of administration of various drugs such 
as the bromides and sulfonamides. We are not con- 
cerned with these conditions in the present paper. In 


22. McGovern, Teresa, and Wright, I. S.: Pernio: A Vascular Disease, 
<< Heart J. 22: 583-605 (Nov.) 1941. 

. The use of the term “pernio” is somewhat confused in the litera- 
tual as the term has been applied to (1) lupus pernio (Besnier), which 
is a form of sarcoid, (2) lupus pernio (chilblain lupus Hutchinson), 
which is part of the picture of disseminated lupus erythematosus, and 
(3) erythema pernio (chilblains, frostbeulen, frostbites), which also has 
been called pernio and perniones. The term “pernio” as used by McGovern 
and Wright apparently does not fit in with any of these uSes except 
indirectly with the last one. 

24. Perutz, A., cited by McGovern and Wright.” 
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acute erythema nodosum,** microscopic examination 
reveals infiltration about the vascular network in the 
upper and middle portions of the cutis. The infiltrate 
consists chiefly of lymphocytes and polymorphonuclear 
leukocytes. The walls of the vessels are edematous, 
and at times there is an inflammatory hemorrhagic 
infiltration of the walls. There may be a relatively 
acute infiltration with atrophy and necrosis of the fat 
in the subcutaneous tissue. Secondary thrombophle- 
bitis may supervene. According to Gans, when lesions 
persist for several weeks there may be atrophy of fat 
and a tuberculoid reaction without definite relation to 
tuberculosis. 

We believe that the chronic forms of erythema 
nodosum which have been attributed to tuberculosis 
are actually examples of nonulcerative types of erythema 
induratum or types of nodular vasculitis. 


PANNICULITIS 


Like erythema induratum, relapsing, febrile, 1.odular, 
nonsuppurative panniculitis (Weber-Christian  dis- 
ease **) is often associated with bouts of fever. There 
are large subcutaneous plaques and nodules pre- 
dominating on the trunk and thighs rather than on 
the legs, and subsequent subcutaneous atrophy results 
in depression of the skin at the site of involution. The 
condition is uncommon and occurs chiefly among 
women. The histopathologic changes are characterized 
by edema and necrosis of the subcutaneous fat with 
phagocytic cells of different types, which engulf the fat ; 
there are a few multinucleated cells and an inflammatory 
reaction consisting of lymphocytes and polymorpho- 
nuclear leukocytes. As a rule there is little evidence 
of fibroblastic proliferation or of vasculitis ; however, in 
recent articles the authors 7" have mentioned both of 
these conditions as well as edema of the walls of the 
arterioles, endothelial proliferation and even thrombosis. 
There apparently is no definite relationship between this 
disease and tuberculosis, although Tilden, Gotshalk 
and Avakian ** and Shaffer *® have reported atypical 
forms of the disease which are difficult to classify. 
Panniculitis of Weber-Christian disease is quite distinct 
from nodular vasculitis, erythema induratum, erythema 
nodosum, erythrocyanosis, pernio and thrombophle- 
bitis, all of which, however, excepting primary thrombo- 
phlebitis, are associated with a varying degree of acute 
or chronic, panniculitis in the subcutaneous tissues. 


RECURRENT IDIOPATHIC THROMBOPHLEBITIS 


Comment has been-made.that in many of the types 
of lesions just mentioned there may be an associated 
thrombophlebitis of the’ small veins and venules. In 
most cases in which thrombophlebitis | affects medium 
sized: and large veins the disorder is secondary to 
chemical or mechanical injury, local suppuration, blood 
dyscrasia, heart disease, carcinoma or varices, or it 
occurs after operations, childbirth or acute infectious 
disease and need not be considered in differential diag- 


25. Thibaut, D.: Erythéme nouex, in Darier, J., and others: Nouvelle 
pratique dermatologique, Paris, Masson & Cie, 1936, vol. 4, pp. 543-557. 
Gans.14 

26. Bailey, R. J.: Relapsing Febrile Nodular Nonsuppurative Pan- 
ro ag (Weber-Christian Disease), J. A. M. A. 109: 1419-1425 (Oct. 
30) 1937. 

27. Cummins, Loretta J., and Lever, W. F.: Relapsing Febrile Nodular 
Nonsuppurative Panniculitis (Weber-Christian Disease): Report 01 Two 
Cases, Arch. Dermat. & Syph. 38: 415-426 (Sept.) 1938. 

28. Tilden, I. L.; Gotshalk, H. C., and Avakian, E. V.: Relapsing 
Febrile Nonsuppurative Panniculitis: Report of Two Cases, Arch. Der- 
mat. & Syph. 41: 681-689 (April) 1940. 

29. Shaffer, Bertram: Liquefying Nodular Panniculitis: Report of a 
Case, Arch. Dermat. & Syph. 38: 535-544 (Oct.) 1938. 
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nosis.°° Primary recurrent idiopathic thrombophlebitis 
(thrombophlebitis migrans), however, should be con- 
sidered in the differential diagnosis of the conditions 
mentioned in this paper.. Primary idiopathic thrombo- 
phlebitis, unlike conditions already described in this 
paper, predominantly affects men rather than women 
(fig.6a). It is primarily a disease of small and medium 
sized veins and in many cases is identical to the throm- 
bophlebitis seen in thromboangiitis obliterans except 
that the arteries are not involved. It is characterized 
by multiple discrete tender nodules which involve the 
lower extremities but also are found anywhere on the 
body. The nodules are quite tender, persist from seven 
to eighteen days and tend to occur in crops and to 
extend by segments to the larger ves. The lesions are 
more linear to palpation than circular and usually are 


Fig. 6.—a, primary recurrent idiopathic thrombophlebitis of two years’ 
duration on legs of a man aged 28; b, thrombosed vein in subcutaneous 
tissue with absence of inflammatory reaction (x 55). 


smaller than are the lesions of erythema nodosum and 
erythema induratum. Constitutional symptoms are 
usually mild, and necrosis and ulceration of the nodules 
do not occur. The histopathologic changes in idiopathic 
thrombophlebitis imclude occlusion of the lumen by 
cellular thrombosis with severe infiltration of the wall 
of the vein, varying degrees of fibrosis of the wall and 
more particularly an absence of or very little inflamma- 
tory reaction of the tissue adjacent to the vein (fig. 6b). 
The involved veins are usually larger than those affected 
in cases of nodular vasculitis, erythema induratum, 
erythema nodosum or panniculitis. Histologically, the 
relatively small amount of periphlebitic inflammatory 
reaction and the absence of necrosis of fat and fibrosis 
readily distinguish idiopathic ‘thrombophlebitis from 


30. Allen, E. V., and Barker, N. W.: Some Diseases of the Blood 
Vessels and Lymphatics, in Tice, Frederick: Practice of Medicine, Hagers- 
town, Md., W. IF. Prior Company, Inc., 1940, vol. 6, pp. 36-52. 
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thrombophlebitis secondary to other conditions. Such 
sharp distinction, however, is not always possible clini- 
cally ; at times, more than one condition may be present. 


INDURATED CELLULITIS AND ULCERATION 
SECONDARY TO CHRONIC 
VENOUS STASIS 

As a result of chronic venous stasis which follows 
iliofemoral thrombophlebitis or varicose veins of long 
standing, a subacute or chronic inflammatory reaction 
may occur in the lower third of the leg and produce a 
tender painful plaque-like induration of the skin and 
subcutaneous tissues. At times the entire circumference 
of the leg may be involved and have the appearance of a 
tight constricted anklet above which there is definite 
pitting edema. However, the most common site of 
involvement is just proximal to the internal malleolus. 
Ulceration may occur in these indurated regions. 
Secondary infection may occur, and considerable indura- 
tion may be present in the margins of the ulcers. 
Ordinarily the differential diagnosis of these conditions 
and other nodular vascular lesions of the legs offers 
little difficulty, particularly if the history and findings 
indicative of previous iliofemoral thrombophlebitis or 
primary varicose veins are correctly evaluated. It is 
important to recognize that the primary etiologic factor 
in cases of cellulitis and ulceration secondary to venous 
stasis is the venous insufficiency. 


SUMMARY 


We have used the term “nodular vasculitis” to refer 
to relatively chronic, persistent or recurrent nodular 
lesions of nontuberculous origin occurring chiefly on the 
legs below the knees. The lesions occasionally result 
in ulceration and occur especially among women past 
30 years of age but also affect younger persons. They 
infrequently affect boys and men. Histopathologically 
there is a definite vasculitis with varying degrees of 
obliterative changes in both arteries and veins together 
with necrosis of fat and fibrosis in the subcutaneous 
tissues. Cases reported by Galloway and Whitfield 
at the beginning of the century would belong in this 
group, as do other reported cases in which no evidence 
of tuberculosis has been demonstrable even when obser- 
vations have been continued for a long period. We 
believe that nodular vasculitis represents an entity which 
is not due to tuberculosis although observation of 
affected patients for several years is necessary before 
conclusive deductions in regard to the cause of the 
disease will be possible. 

A varying degree of vasculitis is a prominent feature 
of both the ulcerative and the nodular form of erythema 
induratum, and a specific histopathologic picture of 
tuberculosis is seen in about 70 per cent of the cases 
in which a clinical diagnosis of erythema induratum is 
made. The absence histopathologically of a tuberculous 
structure does not eliminate the possibility that a patient 
has erythema induratum (Bazin) because the duration 
of the lesions and of the disease and the site from which 
specimens are obtained for biopsy are important factors 
in establishing the diagnosis. Erythrocyanosis and 
pernio and erythema nodosum, panniculitis and stasis 
induration and ulceration all are associated with varying 
degrees of vasculitis and fibrosis and with varying 
degrees of acute or chronic panniculitis. There are 
many similarities between the conditions considered in 
this paper which necessitate correlation of the clinical, 
histologic and other laboratory data. 
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ABSTRACT OF DISCUSSION 


Dr. Micnaet H. Epert, Chicago: The classification of 
nodular lesions of the legs is often attended by great difficulty. 
There is a tendency to make the term erythema induratum a 
catch-all for obscure cases. In 1908 Schidachi, from Jadas- 
sohn’s clinic, reemphasized the necessity of strict proof -of the 
tuberculous origin of any given condition before it could be 
justly called erythema induratum. Painstaking studies by the 
departments of internal medicine, vascular diseases and pathol- 
ogy must be made to accumulate roentgenologic, pathologic, 
clinical, immunologic and experimental data before a decision 
can be arrived at. Erythema induratum, as the authors have 
shown, is a nodular vasculitis of tuberculous origin affecting 
the deeper vascular bed of the hypoderm and associated with 
varying degrees of panniculitis and fibrosis. They have reserved 
the term “nodular vasculitis” without any qualifying adjectives 
for the residuum of cases of similar symptomatology but of 
unknown or unproved etiology. The authors have emphasized 
the necessity for prolonged observation béfore passing final 
judgment ‘on such cases. Generally speaking, they have pointed 
out that nodular vasculitis occurs in older women, is more 
painful, is of shorter duration, responds better to bed rest and 
has less tendency to ulcerate than erythema induratum. How- 
ever, it has some tendency to recurrence. To say that erythema 
induratum is tuberculous does not completely explain its. etiol- 
ogy. Its predilection for the legs is probably due to poor cir- 
culation and low resistance of the fatty tissue. There are still 
other things to explain: first, its predilection for young women 
and, second, its peculiar seasonal incidence. In addition to the 
immune state of the individual patient to the tubercle bacillus, 
it may be that functional vascular spasm plays a significant 
role. Cutis marmorata not infrequently accompanies erythema 
induratum, and this type of circulation is known to be the 
predisposing factor in livedo reticularis, a raré type of tuber- 
culoderma. Tilford goes so far as to state that persistent 
functional spasm may result in organic changes in the vessels. 
Endocrine disturbance may be reflected through the vascular 
spasm. The increased evidence of erythema induratum in cold 
weather or cold damp climates would seem best explained on 
the basis of vascular spasm. line 

Dr. Joun H. Lams, Oklahoma City: Stokes (Arch. Dermat. 
& Syph. 36:412 [Aug.] 1937) presented a case of erythema 
induratum in which he stressed two important points: First, 
that some cases diagnosed as Bazin’s disease often exhibit a 
pyogenic or allergic sensitizing ‘factor with a possible tuber- 
culosis which is demonstrated with difficulty. The patient he 
presented had many forms of therapy with no improvement. 
After the removal of an infected tooth, the lesions cleared for 
a year and a half. Second, the importance of support of the 
peripheral circulation with elastic bandages, rubber boots and 
gelatin boots. Greenbaum suggests equal parts of contractible 
and flexible collodion. A further report of a case of febrile 
nodular nonsuppurative panniculitis (Oklahoma State M. J. 
33:1 [Jan.] 1940) may have some bearing on the etiology of 
Weber-Christian’s disease. A white girl, aged 11 when first 
seen in 1937, had panniculitis of the lower extremities. The 
disease was for the most part afebrile. New lesions appeared 
at irregular intervals until 1939. About six months after the 
appearance of the last lesion the patient reported to the clinic 
with the complaint of fever, stiffness, pain and swelling of her 
hands and some joint pain in the legs. The diagnosis was made 
ol a juvenile equivalent of adult chronic infectious arthritis, 
Still’s disease. This case aroused suspicion that there may be 
a possible relationship between this nodular disease of the lower 
extremities and rheumatoid arthritis. I agree with Drs. Mont- 
gomery, O’Leary and Barker that there is a group of nodular 
lesions of the lower extremity occurring in women over 30 years 
ol age which is not Bazin’s disease and can be classified under 
the term suggested, nodular vasculitis. Dr. Ebert’s case of 
possible nodular vasculitis (Arch. Dermat. & Syph. 48:212 
[|\ug.] 1943) also presented a history.of rheumatic heart dis- 
ease. I should like to ask the authors if there was a similar 
history in any of their cases. The association of rheumatism 
many of these cases does not make the treatment of these 
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- conditions any easier or solve the problem of their etiolagy, 
since the causes of arthritis are many and varied, but it may 


give us a new approach to therapy in nodular lesions of the 
lower extremity. 

Dr. Henry E. Micuetson, Minneapolis: When discussing 
the various diseases that may occur on the lower part of the 
leg one must realize that the majority of such conditions are 
due either to stasis or to spasm of the blood vessels, with the 
resulting physiologic and pathologic changes. Most chronic 
conditions of the lower part of the leg are characterized by 
indurated plaques, and the more one studies the microscopic 
appearance of these plaques the more is one impressed with the 
fact that a pathognomonic microscopic picture is rarely present. 
The classic picture of erythema induratum is quite carefully 
simulated by other conditions. Therefore it is not easy to 
ascertain the etiology from the resulting pathologic condition. 
I am particularly concerned with the promiscuous injection of 
dilated veins. I have seen many examples of irreparable damage 
and persistent edema following the indiscriminate use of that 
method of treatment. Erythema induratum is part of a con- 
stitutional tuberculosis, and it may flare at the same time at 
which there is an exacerbation in the lung. 

Dr. Frep D. WeipMAn, Philadelphia: I take it that “nodu- 
lar vasculitis” is presented as a new clinical entity. It will 
receive much attention, whether one thinks of the quarters from 
which it comes in their physical or in their professional sense. 
That being the case, I beg to add another possible item that 
should not be overlooked as dermatologists come to evaluate 
this condition and determine its scope. I refer to the role of 
dermatophytosis. Thompson in New Haven and Naide in Phila- 
delphia are experts in the field of peripheral vascular disease. 


They claim that dermatophytosis is the cause (or at least they . 


go as far as they can without contending that they have posi- 
tive proof on this point) that dermatophytosis produces an 
allergic mechanism which is responsible for spasms and throm- 
boses of the blood vessels of the lower extremities. They inti- 
mate that this is the cause of Buerger’s disease. Or, in other 
words, Buerger’s disease fs an allergic expression of dermato- 
phytosis. I hold no brief for this thesis. I doubt that any of 
us would feel convinced until the matter has been yet more 
thoroughly studied, but at any rate it is worth remembering. 
In future studies of nodular vasculitis ‘one should check for the 
presence of dermatophytosis. The microscopic changes are 
indeed similar. 

Dr. Hamitton Montcomery, Rochester, Minn.: None of 
our cases of nodular vasculitis presented any evidence or history 
of rheumatism or rheumatic cardiovascular disease. We do not 
know what nodular vasculitis is. It resembles erythema indu- 
ratum but is apparently on a nontuberculous basis. The lesions 
are more acute and painful than those of tuberculous erythema 
induratum, but the lesions of nodular vasculitis are much more 
chronic in character than those in the common nontuberculous 
type of erythema nodosum. Primary idiopathic thrombophlebi- 
tis is to be distinguished from thrombophlebitis secondary to 
venous insufficiency and other conditions mentioned in the paper. 
We frequently see cellulitis and lymphedema in association with 
trichophytosis of the feet, but this is a distinct picture from 
the conditions which we grouped together in this presentation. 
Some authors, for example Telford, would regard all cases of 
erythema induratum as nontuberculous in origin and explainable 
on a vasospastic basis. We believe, however, that there is a 
tuberculous erythema induratum which should be distinguished 
from allied conditions which may simulate it. 


Number of Practitioners in Ceylon.—A total of 928 physi- 
cians are in practice in Ceylon. About 405 of them are in 
government service. Private practitioners seem to be limited to 
towns. Medical missionaries are to be found in some sections. 
In 1938 the ratio of physicians to population was 1 per 6,500. 
In the same year there were about 3,500 registered native physi- 
cians who practiced medicine according to the precepts of the 
Ayur-Veda, the Hindu book of the science of health and medi- 
cine—Simmons, James S., and others: Global Epidemiology, 
Philadelphia, J. P. Lippincott Company, 1944. 
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TREATMENT OF AMBULATORY PATIENTS 
WITH PENICILLIN SODIUM 


PRELIMINARY STUDIES OF FUSOSPIROCHETOSIS 


LIEUTENANT WILLIAM F. PEARCE 
AND 
CAPTAIN JOHN B. McDONALD 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


The treatment of fusospirochetosis with penicillin 
sodium became apparent after the preliminary report 
by Mahoney and his co-workers? in 1943 noting the 
influence of penicillin therapy on the clinical manifes- 
tations and serologic reactions of patients with early 
syphilis. Also in 1943 Heilman and Herrell? found 
penicillin to be effective in experimental animals against 
other spirochetal infections, namely Leptospira ictero- 
hemorrhagiae of Weil’s disease, Spirillum minus of 
rat bite fever and Spirillum recurrentis of relapsing 
fever. Following the confirmation of these studies 
the use of penicillin against Spirillum vincenti became 
a reasonable sequence. With the more general use 
of this chemotherapeutic agent in various bacteriologic 
infections an apparent relationship between the condi- 
tion of the gingivae and pharynx with the administra- 
tion of penicillin was observed by Strock* and others 
in 1944. In such cases ulceration and bleeding of the 
gingivae disappeared after penicillin therapy was insti- 
’ tuted, leaving the gums and pharynx free from inflam- 
mation; similar observations no doubt are being made 
by many users of penicillin today. Penicillin is an 
extremely powerful bacteriostatic and probably bac- 
tericidal agent that has the advantage of acting on most 
secondary invading organisms in the mouth and throat. 
A series of cases of fusospirochetal infection of the 
gingivae and pharynx was studied and is reported here 
using penicilfin sodium as the paramount therapeutic 
agent. 

Although this infection was treated systemically with 
penicillin sodium, the amount of active penicillin in the 
blood, measured by the power of the blood serum to 
effect bacteriostasis either by Fleming’s® or Rammel- 
kamp’s ®° methods, was not computed ; therefore clinical 
and bacteriologic response had to be utilized as the 
guide in therapy. 

PROCEDURE 

In this series 50 patients with fusospirochetosis were 
studied; these included 29 patients with Vincent’s 
angina, 16 patients with Vincent’s stomatitis and 5 


From the Station wo o- San Luis Obispo, Calif. 
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patients having both conditions. Before penicillin ther- 
apy was instituted, the diagnosis was definitely estab- 
lished in each instance on the basis of the following 
criteria : 

1. There was a history of sore throat (usually uni- 
lateral), dysphagia, fever, malaise and/or sore and 
bleeding gums, foul breath. > 

2. Examination revealed turgid papillae, bleeding 
easily, with ulceration and exudate. Usually one tonsil 
bore a grayish membrane which was readily detached, 
leaving a necrotic, foul smelling ulcer. The glands on 
the affected side were swollen and tender. ~ 

3. Smears from the gums or tonsil revealed innu- 
merable spirochetes and fusiform bacilli. All smears 
were prepared according to the following routine: * 

(a) The patient washed his mouth and gargled with 
a sodium bicarhonate solution. 

(b) A cotton swab was applied to the infected area, 
removing the membrane and then discarded. 

(c) A fresh swab was used to take the smear from 
the desired area. 

(d) This swab was then rolled, not rubbed, over 
a crayon encircled area on a clean glass slide and 
stained with 2 per cent gentian violet solution. 

4. Diphtheria bacilli were not identified on any 
smears. Leukemia and agranulocytic angina were 
excluded by blood examinations. Syphilis was ruled 
out by negative serologic reactions and also by the 
fact that Treponema pallidum is very fine and shaped 
like a corkscrew, while Spirillum vincenti is much 
coarser and has long undulating curves. 


PLAN OF TREATMENT 

All patients were treated with intramuscular injec- 
tions of penicillin sodium in doses of either 10,000 
or 20,000 units every two or three hours night and 
day until a total of 100,000 to 200,000 units had been 
given. Some patients were treated with penicillin only, 
some were given hydrogen peroxide mouth washes fol- 
lowing penicillin, and still another group was observed 
in the dental clinic,s where tartar, caries and other 
pockets of infection were treated to establish proper 
drainage. All patients remained ambulatory during the 
therapy. 

CRITERIA OF CURE 

Patients in this study were retained under observa- 
tion until smears on three successive days did not 
reveal the presence of spirochetes. They were then 
advised to return in seven days and again in fourteen 
days for clinical observation and bacterial studies. For 
academic purposes in several cases smears were taken 
night and day before each succeeding injection of peni- 
cillin. In many cases all spirochetes had disappeared 
from the slide after 70,000 units had been given and 
in no instance were spirochetes found after 100,000 
units of sodium penicillin had been administered. All 
patients were symptom free within twenty-four hours 
after the first injection ; that is, they were afebrile, were 
free from malaise and had no pain on swallowing. 
Usually the ulcerated area appeared much cleaner, and 
signs of epithelization were present. In the vast major- 
ity of cases the gums and tonsils became clinically 
well in forty-eight to ninety-six hours. Patients were 
judged as cured after becoming symptom free, after 
demonstrable clinical healing of ulcerations and after 


a. Corporal Milbert W. Terry rendered valuable technical assistance. 
Col. Vivian Z. Brown and Lieut. Numa C, Johnson, the denia 
clinic officers, cooperated in the study. 
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her- three negative smears were obtained, provided smears four times daily for seventy-two hours in the cases of 

tab- remained negative in the follow-up period of two weeks. Vincent's angina, while in the cases of stomatitis the 

ving Several patients whose smears were negative within patients were referred to the dental clinic for correction : 
the first twenty-four hours suffered relapses, and spiro- of possible causative factors such as fillings, caries, ) 

uni- chetes were demonstrable in small numbers after forty- malocclusions or gingival flaps. Ninety-five per cent 

and eight hours. All of these, however, responded to of these patients in the first twenty-four hours obtained 
further penicillin administration. Patients who still had | 

ding ulcerations but no demonstrable spirochetes after forty- Fusospirochetosis 

ynsil eight hours were not given additional penicillin; but 

hed, in these instances healing was complete in another Nega- Relapses 

5 On twenty -four to for ty -eight hours. vidual Number Poured: 


Dose Hrs. Treated 24Hrs. 48Hrs. 24 Hrs. 72 Hrs. 
MATERIAL STUDIED A. Penicillin ‘ 


oe A total of 50 patients suffering from Vincent’s angina penacioe® a 
or Vincent’s stomatitis or both is included in this study. ‘entalearet 10,000 18 19 19 1% 1h 
All were men between the ages of 18 and 35. The 10 > 8 
average duration of infection before the patient reported _ ¢. penicinin 
for treatment was five days. Only 3 of the patients lone!.----- 14 7. 
rea, had received any treatment prior to administration of B vam 
penicillin sodium, and this without clinical or bacterio- angie after penicilin, Used for seventy-two hours in Vincent's 
rom logic improvement. All patients studied fulfilled the vi | ieiiee of dental factors and drainage established in cases of 
diagnostic criteria previously enumerated. t Percentage cured refers to those whose smears remained negative 
yver for three week period and were clinically well. 
and RESULTS OF TREATMENT { Includes Doth Vincent's angina and Vineent’s stomatitis 
The accompanying chart demonstrates the rate of | 
any disappearance of spirochetes from Vincent’s ulcerations negative smears which remained negative during the 
yere as penicillin was administered. Smears were taken in three week follow-up period. The remaining 5 per 
tled the manner described before each succeeding injection cent obtained a similar result when an additional hun- 
the of the drug, and an effort was made to count the number dred thousand units of penicillin was administered in 
ped of spirochetes per average oil immersion field. Owing the next twenty-four hours. All patients were symp- 
uch to inability to spread the material evenly over all parts tom free after ten injections and remained ambulatory 
of the slide, many inaccuracies in-the actual count during treatment. Beginning epithelization could be 
have no doubt occurred; however, as the chart shows, observed of the ulcerations in gums and tonsils the first 
the number of organisms diminished rapidly and in day, and the tissues appeared completely healed in all ' 
jec- all instances spirochetes could not be demonstrated in cases after ninety-six hours had elapsed. Column B 
000 any part of the slide after the eighth injection or reveals the results of treatment with penicillin alone ; 
and 80,000 units of penicillin sodium. It was also demon- 81 per cent were cured in twenty-four hours and the 
een strated that the fusiform bacilli decreased in number remaining 19 per cent in seventy-two hours after an 
nly, in similar proportion, though not as rapidly. additional hundred thousand units. Column C demon- 
fol- In the table are shown the results of treatment in strates that 100,000 units given in divided doses of 
ved respect to the size of individual doses and the length 20,000 units each with a three hour interval was much 
her less satisfactory, with only 53 per cent obtaining a 
per twenty-four hour cure. The remaining cases did, how- . 
the ever, become negative when the therapy was repeated. ! 
The natural conclusion from these studies is that 
10,000 units of penicillin, given every two hours up 
va- to a total of 100,000 units and followed by prompt 
not elimination of adverse dental factors plus the use of 
hen an oxygenating gargle or mouth wash, will eliminate 
ecn Vincent’s spirochete from the mouth and pharynx and 
For result in rapid healing of ulcerations and dramatic 
ken relief of symptoms occurring in this infection. How- 
-ni- ever, this report is merely preliminary and it is obvious 
red that more cases must be observed and over a longer 
und period of time before the results may be regarded as | 
All Units Penicillin © 10,000 20,000 30,000 40,000 50,000 60,000 70,000 80,000 COMMENT 
urs From the foregoing results it is evident, or at least 
ere suggestive, that penicillin sodium is an effective agent 
ng. Rate of disappearance of spirochetes in Vincent’s stematitis (solid line) in the treatment of fusospirochetal disease. ; Since we ; 
ind and Vincent's angina (broken line) after administration of penicillin. felt that the causative agent in this condition is the 
or- symbiotic action of the spirochete and the fusiform ) 
ly of therapy and also in respect to use of penicillin alone bacillus, which probably become pathogenic when the 
ore as compared with the use of penicillin in conjunction vitality of the tissues is impaired, it was believed that 
ter with other procedures. The most satisfactory results elimination of one of these organisms, namely Vincent's 
ter were obtained as shown in column A. In this series  spirillum, was sufficient to produce favorable therapeu- ) 


10,000 units was administered every two hours until tic results. For this reason studies were confined to 
100,000 units had been given; this was followed by _ the spirochete, and it was discovered that the destruction 
the use of 3 per cent hydrogen peroxide as a gargle of this invader by penicillin sodium effected cures in all 
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cases studied even though a few fusiform bacilli per- 
sisted in the mouth or throat. 

From the point of view of the tithe required for cure, 
penicillin sodium was distinctly superior to all other 
forms of therapy in fusospirochetosis. It has been our 
experience that older methods required daily care and 
observation for a minimum of ten days and usually 
much longer; with penicillin this was reduced to three 
days, the necessity of isolation was promptly eliminated, 
the relief of constitutional symptoms enabled the patient 
to resume his normal activities quickly and further 
observation was required only once a week for two 
or three weeks. The reduction of treatment time and 
the diminishing cost of penicillin indicate that this 
method of therapy is both practical and economical for 
general office use. The time of therapy and the cost 
involved will be no doubt even further curtailed when 
the use of penicillin in beeswax-peanut oil mixture or 
the like has been established and only one injection 
is required for a complete treatment.® 

In this series 2 patients’ developed a generalized 
maculopapular erythematous: eruption which subsided 
in twenty-four hours. No other toxic reactions to the 
drug were observed. 

It has been well established that fusospirochetosis 
may involve the larynx, the eustachian tubes, the middle 
ear and the genitalia and may even result in pulmonary 
complications with bronchopneumonia or lung abscess. 
In this series of cases no involvement of these sites 
was observed, and it was felt that the absence of these 
complications was probably the result of the early insti- 
tution of penicillin sodium as the therapeutic agent. In 
the vast majority of cases fusospirochetosis is not fatal 
or even serious, but the length of disability makes it 
an important factor in the health of an army or com- 
munity and therefore its prompt eradication is highly 
desirous. 

As a final comment, it cannot be emphasized too 
strenuously that satisfactory results in ulcerative stoma- 
titis are dependent on adequate elimination of any 
significant dental pathologic condition. This is unnec- 
essary in Vincent’s angina. 

CONCLUSION AND SUMMARY 

1. Penicillin sodium was used in the treatment of 
a series of ambulatory patients with fusospirochetal 
infections. 

2. The optimal total dosage in this type of infection 
was 100,000 Oxford units of penicillin administered 
intramuscularly. 

3. Fusospirochetosis responded promptly to divided 
doses of 10,000 units each given at two hour intervals, 

4. Complete alleviation of symptoms and eradication 
of the causative organisms were effected in twenty-four 
hours after the institution of therapy, thus reducing 
the infectious period and the total time of treatment 
to about one fourth of that formerly required. 

5. Follow-up studies were accomplished at weekly 
intervals without clinical or bacteriologic evidence of 
recurrence. 

6. The study reveals that this infection may be treated 
while the patients are ambulatory, with a material 
reduction of the time and cost involved, and without 
complications arising. 

7. Masking of the development of early syphilis in 
fusospirochetal disease when treated with penicillin 
necessitates interval serologic studies. 


9. Romansky, M. J., and Rittman, G. E.: Penicillin, Bull. U. S. 


Army M. Dept. 81: 43-49 (Oct.) 1944. 
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8. Untoward reactions of any consequence to peni- 
cillin sodium were not encountered in this. series. 

9. It is apparent that the primary treatment of fuso- 
spirochetosis belongs within the realm of chemotherapy, 
and with the more general supply and distribution 
of penicillin these treatments may be utilized in office 
practice and in clinics. 


NUTRITION IN PREGNANCY 


CURTIS J. LUND, M.D. 
MINNEAPOLIS 


Few fields of medicine are moving forward as rapidly 
as the field of nutrition. Certainly few offer greater 
opportunity for scientific research and its application 
to the problems of nutrition and health. On the other 
hand some aspects of this problem, like the death of 
Mark Twain, have been greatly exaggerated. Much 
of the exaggeration has come from those exploiting the 
vitamins, some from’ pseudoscientific food faddists and 
some from studies inadequately controlled with unwar- 
ranted emphasis placed on single case reports. These 
unfortunate exaggerations have stimulated the enthusiast 
and have provoked distrust in the conservative. These 
and other reasons make it fitting to review discriminately 
some of the facts and fallacies of nutrition as it concerns 
the pregnant woman. 

Nutrition as a whole or in any of its parts cannot 
exceed the optimum, which was Pirquet’s term for “the 
amount desirable under given circumstances.” ‘“Super- 
adequacy” cannot exist, but superabundance does and 
it is useless, wasteful in times of want and sometimes 
harmful.’ Obesity is a manifestation of a harmful super- 
abundance, usually of carbohydrates and fats. Exces- 
sive administration of iron is an example of waste, 
for it is not absorbed from the gastrointestinal tract 
and is directly eliminated in the feces.' 

Our present standards for dietary essentials are those 
of the Food and Nutrition Board of the National 
Research Council.27 They are our best available yard- 
stick of nutrition. Roberts,’® in a critical discussion of 
the accuracy of these standards * for normal nonpreg- 
nant women, considered the allowances as fairly satis- 
factory but noted that actual experimental evidence was 
far from complete. This criticism holds to an even 
greater extent for the pregnant woman. 

Some substances, ‘such as the mineral elements and 
nitrogen, have been studied quite carefully by deter- 
minations of metabolic balances. These are the accurate 
determinations of intake and output of a substance 
during a given period of time. Such studies cannot be 
directly extended to all dietary essentials because not 
all are excreted unchanged. At present the newer 
methods of assay for vitamins in the blood, urine, tissues 
and body fluids are crystallizing our knowledge :con- 
cerning this phase of human nutrition. These methods 
have not been widely applied to the pregnant woman 


From ‘the Department of ‘Obstetrics and Gynecology, University of 
Minnesota Medical School. 
Read before the Section on Obstetrics and Gynecology at the Ninety- 
June 14) 1944, Session of the American Medical Association, Chicago, 
une 
1 an C. W.: Iron in Nutrition, J. A. M. A. 120: 366-370 (Oct. 
Dietary Allowances, Reprint and Circular Series, 
no. as. National Research Council, January 1943. Recommended ‘Daily 
Allowances for Specific Nutrients.* 
3. Roberts, Lydia J Scientific aan for Recommended Dietary 
— New York State J. Med. : 59-66 (Jan. 1) 1944. 
Recommended Daily Al owances _~ ific Nutrients, Committee 
on Food and Nutrition, Nations Research Council, Washington, D. C., 
Government Printing Office, 
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except possibly for vitamin C and recently to a limited 
extent for vitamin A. Even less has been done with 
the vitamin B complex, vitamin D and vitamin E. 

One sweeping criticism can be applied to all studies 
attempting to determine the dietary requirements during 
pregnancy. They fail to take into account the problem 
of storage. It is clear that the pregnant woman stores 
many substances to a degree beyond the requirements 
of herself and her fetus. This capacity for storage, 
possibly of phylogenic origin, creates a reserve for 
emergencies. If these emergencies fail to develop the 
excess is excreted during the puerperium. Water is 
an excellent example, as is nitrogen® and probably 
iron,® calcium,’ vitamin A and others. For this and 
other reasons we must be very cautious in classifying 
the diet of any pregnant woman within narrow limits 
and hesitant to make dogmatic statements concerning 
minor deviations. Certainly pregnancy produces a nutri- 
tional strain and certainly the dietary needs of the 
expectant mother are more than those of any similarly 
healthy but nonpregnant woman. However, this yet 
unmeasured increased demand has given food faddists, 
entrepreneurs and others opportunity for unwarranted 
advice and advertising. 
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to less than 2,000, dietary supplements of minerals and 
vitamins may become necessary depending on the foods 
deleted. 

Protein.—There is no unanimity of opinion as to the 
needs for protein. All agree that needs are increased. 
To provide for a positive nitrogen balance Coons * 
advised 70 Gm. daily, Dieckmann and Swanson* 75 
Gm., the National Research Council 85 Gm. and others 
as high as 100 to 120 Gm.> Whatever the exact figure 
may be does not alter the importance of providing an 
ample supply—at least one moderately large serving 
of meat daily and liver once each week. The type of 
protein must also be considered and half or more should 
be grade A, which is that of animal origin, such as meat, 
milk and eggs.® There is no place for restriction of 
proteins in pregnancy whether normal or complicated. 
Few physicians still advise such restriction, but many 
patients unless warned to the contrary will voluntarily 
do so, apparently because of the old popular notion that 
high protein diets favor development of eclampsia. 

Calcium and Phosphorus—The metabolism of cal- 
cium, phosphorus and vitamin D is so intimately linked 
as to require*joint discussion, In spite of the extensive 
work of such investigators as Macy,’ Coons,’ Dieck- 


TaBLe 1.—Sources and Requirements of Various Food Essentials 


Thia- Ribo- Ascorbic 
Proteins, Calcium, Iron, Vitamin A, mine, flavin, Niacin, Acid, 
Type of Food Amount Calories Gm. QGm. Mg. I. U. Mg. Mg. Mg. Mg. 
Pork or beef daily,  200to 25 to 35 4 1,000 0.2 08 10 
liver weekly 400 
680 32 1.2 1,000 0.6 2.0 0.6 
Vegetable, green, leafy.......... 1 time daily............ 50 to 75 0.2 » 3 5,000 0.2 0.1 1.5 25 
(carotene) 
Vegetable, others................ 2 times daily........... 200 20 3 Suéde 0.2 0.2 3 30 
Prutit, Generous daily......... 75 to 100 ove ove 100 
Bread, TA 200 10 1.2 0.4 0.2 0.2 
Egtivinted 2,500 85 15 15 18 2.5 18 150 to 200 


THE DIETARY REQUIREMENTS OF NORMAL 
PREGNANCY 

It is not my purpose in this paper to discuss the 
frequency of dietary deficiencies or the various social, 
economic and educational factors involved. For a prac- 
ticing physician the problem is the dietary needs of each 
patient. She is not to be treated according to the 
nutritional standards of any other person or groups 
of persons. She is an individual problem and it is the 
physician's duty to take a short, accurate dietary history 
and to see that he or some other qualified person 
explains to her the dietary problems of pregnancy. 
Table 1 lists most of the basic foods and the approxi- 
mate amounts of dietary essentials supplied by each. 


Calories —The average pregnant woman Tequires 
about 2,500 calories per day during pregnancy.* Those 
doing heavy work require more, the sedentary and the 
obese require less. The foods listed in table 1 provide 
inost .of the essentials with the caloric content limited 
\o approximately 2,000. Additional calories are readily 
obtained by increasing carbohydrates and fats. If for 
purposes of weight reduction the calories are limited 


i Icie G., and Hunscher, Helen A.: An Evaluation of 
Masta itrogen and Mineral Needs During Embryonic and Infant 
Development, Am. J. Obst. & Gynec. 27: vee (June) 1934. 

6. Coons, Callie M.: Iron Retention by Women During Pregnancy, 


!. Biol. Chem. 97: 215-226 (July) 1932. 


mann,'® Oberst and Plass '! and others, we know, as 
Macy recently said,’* “neither the most satisfactory level 
of calcium intake nor the optimal retention of calcium 
at any physiologic age or stage of man’s development.” 
Most of the workers mentioned agree that a negative 
calcium balance does net ordinarily occur if 1.5 Gm. 
of native calcium is ingested each day. This amount 
of calcium not only supplies fetal needs but also permits 
the mother to gain calcium during the entire gestation. 

One quart of milk daily supplies 1.2 Gm., nearly 
the normal requirement ; the slight remainder is readily 
available in other foods. There is no need for supple- 

ments of calcium. Many physicians also forget the 
well known fact that calcium salts differ in the amount 
of calcium yielded. To equal the calcium obtained from 
a quart of milk it would be necessary to take 8 Gm. of 
dicalcium phosphate or calcium lactate or about 12 Gm. 
of the gluconate salt. 


7. Coons, Callie M.; Schiefulbusch, A. T.; Marshall, G. B., and Coons, 


R. R.: Studies in Metabolism During Ramee Bulletin 235 Oklahoma 
Page 2 and Mechanical College Experiment Station, Stillwater, 
8. Dieckmann, W. J., and Swanson, W. W.: Dieta Pe eran 


in Am. J. Obst. & Gynec. 523-533 (Sent.) 193 
Arnell, R. E.: Protein Malnutrition in | Pregnancy, New @ribins 
J. 95: 114-127, (Sept.) 1942. Ebbs. 
Adair and others.*® Dieckmann and others. 


11, Oberst, F. W., and Plass, E. D.: Calcium, Phosphorus and 
Nitrogen Metabolism in Women During the Second Half of Pregnancy, 
Am. Obst. & Gynec. 399 it.) 1940. 
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Phosphorus need not concern us. It is a well known 
fact that the American diet is high in phosphorus, and 
sufficient amounts are obtained if calcium intake is 
adequate. 

The amount of vitamin D necessary for adult mineral 
metabolism is not known.'* The Nutrition Council * 
has empirically advised 500 to 800 units daily for preg- 
nancy. Conclusive experimental evidence is not available 
at this time. 

lron.—A daily intake of 15 mg. of iron will produce 


a positive balance in most.women.'* . Again it.is possible 


to supply these needs by diet alone if the woman does 
not enter pregnancy with a deficiency. This is of 
considerable importance, for not a few women begin 
with an iron deficiency due to chronic blood loss in the 
presence of a low intake. Determination of hemoglobin 
level during early pregnancy is essential and gives a 
very rough estimate of the dietary state as concerns 
this element. Iron is a “one way substance”; after 
ingestion it will be absorbed and held or will be rejected 
and eliminated in the feces.1* It is not excreted in 
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Chart 1.—Mean plasma vitamin A values of patients grouped according 
to diet. Note that the gestational decrease occurs in & but the degree 
varies in regard to time and diet. All show the striking mobilization of 
vitamin A into the biood post partum. 


appreciable amounts.' The pregnant woman absorbs 
iron in greater amounts than the nonpregnant one and 
builds up stores in hypertrophied muscles¥and other 
tissues which Coons ® calls “rest iron.” Fetal demands 
are insignificant until the last three months, and even 
during the last month of gestation the fetus»takes but 
6.6 mg. per day.® It is interesting to fote that many 
iron deficiencies appear before the last trimester, which 
indicates that the deficiency has not been due to the 
parasitic action of the fetus."* It has been suggested *° 
that the diminished or absent gastric hydrochloric acid 
commonly found in pregnancy may be a factor in the 
failure of absorption of iron even in the presence of 
adequate supplies. Further investigation of this prob- 
lem is indicated. 


Vitamin A.—Until recently little was known about 
the increased need for vitamin A during pregnancy. 
Within the past year several reports have appeared." 
All have utilized the photocolorimetric methods of deter- 
mination and all have recorded somewhat similar results. 
Interpretations of these data have been at some vari- 
ance. Our study ** of 212 women during pregnancy 
showed that plasma vitamin A values reflected in general 
the dietary intake of the vitamin. The difference 
between extremes of diet was great, but no patient 
with a poor diet had plasma values within the fully 
normal range for nenpregnant women. Seasonal 
changes in plasma vitamin A could not be demonstrated. 
The most definite changes occurred during the course 
of pregnancy and immediately after delivery. Our 
results showed, as did those of others,’® that plasma 
levels tend to decrease during the course of pregnancy. 
We noted this in nearly every patient. However, the 
decrease was not always progressive nor did it appear 
at the same time in pregnancy. The time of appearance 
depended, at least in part, on the intake of the vitamin, 
coming early when the diet was poor and later when 
the diet was good. Chart 1 shows the relations of diet, 
vitamin A values and stage of pregnancy. Most striking 
of all was the immediate and unfailing postpartum eleva- 
tion of plasma vitamin A. Within twelve to twenty-four 


_ hours after delivery every patient showed elevation of 


values. The average increase was roughly 33 per cent. 
The significance of these unusual changes is not known 
but affords interesting speculation. It appears to be 
another manifestation of maternal storage during preg- 
nancy and release post partum for lactation or such 
emergencies as might arise. The gestational decrease 
cannot be due to fetal demands alone, for it occurred _ 
when 25,000 international units of vitamin A was taken 
daily, an obviously excessive amount. It was not due 
to hydremia of pregnancy, for the decrease was some- 
times most pronounced during the last few weeks of 
pregnancy, when hydremia normally diminishes. Also 
concomitant determination of plasma carotene failed to 
show similar changes. Once elevated, plasma values 
were readily maintained at adequate levels during lac- 
tation. This suggests that vitamin A requirements are 
not greater during lactation, as has been previously 
believed. 

Various estimates have placed requirements during 
pregnancy at from 6,000 to 8,000 international units 
daily. Until the problem of maternal storage is solved 
no one can say definitely what the needs of pregnancy 
‘are: a problem particularly significant as regards vita- 
min A, bec#use it is fat soluble and readily stored. Our 
studfes suggest that diet alone may not be sufficient 
durfthg the last half of pregnancy; at least diet alone 
did not always maintain optimal plasma values. The 
addition of 5,000 international units of vitamin A during 
the second trimester and 10,000 international units dur- 
ing the third trimester provided ample amounts for the 
maintenance of best possible plasma levels. 

Vitamin B Complex.—The importance of this group 
of water soluble substances cannot be denied. They are 
poorly stored, usually rapidly excreted and consequently 
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must be continually replaced. At least a dozen separate 
factors of the B complex have been described. Adult 
human requirements have been recently reviewed by 
Elvehjem,”® but needs for pregnancy have not been 
established. The recent report of Lockhart ** sum- 
marizes the literature as regards thiamine. She believes 


SEASONAL CHANGES IN VITAMIN C 
jose 
te 


Chart 2.—Importance of season in relation to plasma vitamin C. 
For various reasons the diet of these women was poor in vitamin C 
during the winter but quickly improved when fresh fruits and vegetables 
were abundant. 


that requirements may be three times those of nonpreg- 
nant women. A daily intake of 1.8 mg. is thought to 
be enough. Most of the natural supply comes from 
whole wheat cereals, enriched bread, pork and liver. 

Need for riboflavin has been estimated to be 2.5 mg. 
daily, an amount not difficult to obtain from the diet 
alone. In fact, a quart of milk provides 2 mg., or nearly 
the minimal requirement. Liver, eggs and vegetables 
are the other reliable sources. 

Niacin requirements are estimated at 18 mg. Liver, 
other meats and vegetables are the common sources. 

The significance in human nutrition of the other 
members of the complex such as pantothenic acid, pyri- 
doxine, biotin, choline, para-aminobenzoic acid, folic 
.cid and others cannot be told. Undoubtedly each has 
its place in human economy. These and probably many 
as yet unrecognized factors occur for the most part 
in foodstuffs such as liver, meat, cereal grains, eggs and 
milk. In any event, adequate amounts-of all can be 
supplied by diet alone and should be supplied in that 
manner if possible. 


Vitamin C.—This too is a water soluble sienna 
which is poorly stored and readily excreted. Daily 
requirements are constantly being revised upward for 
normal adults as well as for pregnant women. Earlier 
estimates for pregnancy of 75 to 100 mg. daily are 
probably too low. More recent ones range from 150* 
to 200 ** mg. daily. Ina recent study ** of 197 pregnant 
women we found a wide variation in plasma vitamin, C 
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levels, but in general the dietary intake was reflected 
in plasma values. The mean plasma value for 152 
patients with an adequate diet was 0.95 mg. per hundred 
cubic centimeters, for 103 patients with a fair diet 
0.52 mg. per hundred cubic centimeters and for 45 
patients with a poor diet 0.18 mg. per hundred cubic 
centimeters. This study, which covered a two year 
period, showed that one of the greatest influences on 
the dietary intake of vitamin C was season. During 
the summer only 7 per cent of all our patients had a 
poor intake, while 63 per cent of the diets were com- 
pletely adequate; during the remainder of the year 20 
per cent were definitely inadequate and 43 per cent 
completely adequate. Chart 2 illustrates the ease with 
which a poor diet improves during the summer. This 
does not mean that adequate diets are not possible 
during the winter even in northern latitudes. Table 2 
shows the plasma values for a group of 6 women who 
conceived in late summer and delivered in late spring. 
These women were intelligent and cooperative but had 
limited finances. Yet by the use of generous amounts 
of citrus fruits and at least one fresh vegetable each 
day they maintained excellent values for ascorbic acid 
through the entire winter. 

While we made no attempt to study extensively the 
effects of supplements of ascorbic acid we did observe 
24 women at delivery who, in addition to an “adequate” 
diet, had received 25 mg. of ascorbic acid daily for 
several months. The mean plasma value for these 
patients was 0.94 mg. per hundred cubic centimeters, 
while the value for 128 patients with adequate diet but 
without such supplements was 0.95 mg. per hundred 
cubic centimeters. Small doses of vitamin C are of little 
benefit to the person with a good diet and may lead 
the physician into a false sense of security concerning 
patients with low intakes unless he realizes that daily 
requirements are six to eight times greater than 25 mg. 

Vitamin E.—The ubiquitous distribution of vita- 
min E, alpha-tochopherol, makes deficiency unlikely. It 
is found in grains, vegetables, eggs and meat. Require- 
ments in pregnancy are unknown. 

Vitamin K.—The pregnant woman rarely exhibits a 
deficiency of vitamin K, as it is freely synthesized in the 


TABLE 2.—/ndividual Values of Six Patients Who Became 
Pregnant During Late Summer and Who Were 
Delivered in Late Spring 


Plasma Vitamin © in Milligrams per Hundred Cubie Centimeters 


October, January, Delivery 
August, November, February, April, 


Patient September December March May 
1.01 0.77 1.00 1,10 
0.99 1.05 0.99 
Pree 1.22 1.15 1.23 
0.85 1.05 0.81 0.73 
0.95 1.09 1.04 1,12 


These excellent vitamin C levels were maintained through the winter 
by diet alone. 


gastrointestinal tract. It is common practice to admin- 
ister 1 to 2 mg. of vitamin K during labor, not for 
maternal needs, but to build up fetal values for the 
critical early neonatal period. This is probably a justifi- 
able practice but may not be necessary.”* 


24. Parks, John, and Sweet, L. K.: Does the Antenatal Use of: 
Vitamin K Prevent Hemorrhage in the Newborn Infant? Am. J. Obst. 
& Gynec. 44: 432-442 (Sept.) 1942. 
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THE FETUS 


Recent studies haye not materially altered the older 
concept that the fefus is more or less a parasite and 
takes what nutrimekts it needs, sometimes at its mother’s 
expense. This is wélt illustrated by weight, which 
cannot be fhfluenced by maternal dietary restriction 
short of starvation. The general literature of fetal 
nutrition was summarized by Huggett ** in 1941. 

While it is true that the fetus obtains materials at 
maternal expense, it cannot obtain something that the 
mother does not have. Burke and her associates ** have 
recently reported a high incidence of physically unfit 
infants born of mothers with poor and very poor food 
intake. Specific maternal deficiencies when severe may 
be exhibited by the newborn infant. For example, fnater- 
nal deficiency of iron may lead to poor fetal storage 
and though the infant at birth has normal hemoglobin 
values it may develop an anemia during the first year 
of life.** 

The placental transfer of vitamins is not completely 
understood, although evidence suggests that the fat solu- 
ble vitamin A differs greatly from the water soluble 
ascorbic acid. Our experimental findings, as well as 
a review of the recent literature,** indicate that plasma 
vitamin A values bf the newborn infant are low, the 
range being about one-half those of the adult. Further- 
more, we found that fetal values are completely inde- 
pendent of maternal values and could not be elevated 
even when the mother was given enormous doses 
(330,000 international units) of vitamin A daily before 
delivery. By conffast, carotene, the precursor of vita- 
min A, apparently passes the placenta regularly since 
fetal valiiéS, though only. one-tehth as high, were usually 
directly related to those of the mother. From a prepared 
eurve fetal values can be predicted with reasonable 
accuracy from known maternal values. Evidence that 
carotene was synthesized to vitamin A by the fetus was 
not apparent, for there was no correlation between 
fetal plasma carotene and vitamin A. This lack of 
correlation does not necessarily exclude the possibility 
for a similar situation exists in the adult. 

Vitamin C behaved differently. Fetal values were 
always higher than maternal ones and in general the 
two were roughly correlated. It was most unusual to 
find values of the newborn infant in the deficiency range. 
The lowest value recorded by us was 0.10 mg. per 
hundred cubic centimeters (maternal value 0.0). Of the 
others 5 were between 0.25 and 0.60 mg. per hundred 
cubic centimeters, 17 were between 0.61 and 1.00 mg. 
per hundred cubic centimeters and the remaining 71 
were all higher. 


COMPLICATIONS OF PREGNANCY AND NUTRITIONAL 


DEFICIENCIES 
It is becoming increasingly apparent that too much 
attention has been focused on the deficient diet as a 
cause of complications while too little attention has 
been given the nutritional deficiencies produced by the 
complications of pregnancy. As regards the former the 
problem may be considered in terms of general 
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or specific dietary failure. Numerous reports have 
attempted to link diet with success or failure of gesta- 
tion.*® The recent report of Burke and her associates ** 
suggests that complications of pregnancy and labor, the 
toxemias in particular, are common when diet is poor 
or very poor, and rare when diet is good or excellent. 
Ebbs, Tisdall and Scott *® and the Interim Health 
Report of the British Isles ** reported more toxemias, 
anemias and premature labors when the diet was defi- 
cient. Addition of certain food essentials decreased 
the incidence of these complications. More recently 
Dieckmann and his associates *° found that the addition 
of calcium, phosphorus, iron and vitamins A and D 
to the diet did not change the course of pregnancy and 
labor. The reasons for such discrepancies are not 
clear now. Deficiency of a single food factor is rare; 
nevertheless we sometimes find certain characteristic 
clinical conditions associated with specific deficiencies. 

Protein deficiencies are manifested in several ways. 
The two most common are nutritional edema and ane- 
mia.**? Nutritional edema must be clearly differentiated 
from that of toxemia, and the anemia from that of iron 
deficiency or the primary anemia of pregnancy. It is 
also said ** that ample dietary protein favors lactation. 
Therapy is simple: the ingestion of large amounts of 
meat. 

Many reports have stressed the increased need for 
calcium during pregnancy and have reported relief of 
many symptoms from such therapy. It has been said ** 
that administration of calcium and vitamin D reduced 
the incidence of toxemia, relieved muscular cramps, 
reduced blood loss and helped preserve the teeth. Dieck- 
mann and his associates,** in a critical review of some 
of these claims, presented evidence that administration 
of calcium was without significant effect on blood loss, 
duration of labor, incidence of toxemia or premature 
labor. It is exceedingly difficult to reconcile some of 
the glowing clinical reports with physiologic facts, and 
until additional evidence appears we must assume that 
the pregnant woman in this country very rarely exhibits 
calcium deficiency. Certainly it has been definitely 
proved that pregnancy cannot withdraw calcium once 
laid down in tooth enamel. 

A deficiency of iron leads directly to anemia, which 
is easily recognized and treated. Administration of 
15 grains (1 Gm.) of ferrous iron daily will suffice in 
most instances. 

Complications of pregnancy due to deficiency of the 
fat soluble vitamins A and D are difficult to prove. 
Because of storage, depletion develops slowly. Very 
little is known of vitamin D in the adult or in the 
pregnant woman. In our study of vitamin A we found 
no specific complications associated. with low plasma 
values. In fact, very low plasma values were not 
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common. There was no correlation between low values 
and the toxemia of pregnancy, as might be expected 
on the basis of liver damage. There was no correlation 
with anemia of pregnancy, although this has been 
described.** We did note slightly less puerperal mor- 
bidity in mothers with highest values. While this could 
be a specific effect, it is unlikely and probably reflects 
the salubrious effect of a generally good diet, good 
antepartum care and a cooperative patient. 

The water soluble vitamins B and C are probably 
of greater importance to the health of the pregnant 
woman than any of the others, but it is difficult to 
avoid the familiar fallacy of post hoc ergo propter hoc 
in dealing with these vitamins. For that reason I 
shall review briefly some of the complications of preg- 
nancy associated with deficiencies of the water soluble 
vitamins 

Regardless of cause, prolonged and severe vomiting 
of pregnancy produces starvation. Aside from fluids 
and electrolytes, one of the earliest deficiencies is in 
vitamins B and C. A vicious cycle may be set up by 
the administration of glucose parenterally, for the metab- 


TaBLe 3.—Plasma Vitamin C Values in 241 Women with No 
Acute Infections During Pregnancy, in 24 Women Before 
Onset of Acute Infection and in 35 Women After Acute 
Infection 


Plasma Vitamin C in Milligrams per Hundred Cubic Centimeters 


Standard Standard 
Number Mean Deviation Error 


Controls, no infection. 241 0.73 +0.242 0.00414 
Before acute infection. 24 0.66 +0.364 0.0552 
After acute infection.. 35 0.40 +0.286 0.0234 


0.015 


Note the significant lowering of values after infection. 
* P indicates the probability of the magnitude of difference of means 
being exceeded solely through errors of random sampling. 


olism of glucose requires thiamine hydrochloride. The 
sudden exhibition of ample amounts of glucose quickly 
uses any remaining thiamine, thus precipitating an even 
greater deficiency. The grade of the deficiency depends 
on the duration and severity of the emesis. All grades 
occur. Occasionally we have seen such severe mani- 
festations as polyneuritis, Korsakoff’s psychosis, beri- 
beri heart disease, severe glossitis and even pharyngitis. 
We have also observed plasma vitamin C depleted to 
zero with clinical manifestations of scurvy. 

In 3 cases of severe hyperemesis gravidarum, retinal 
hemorrhages were noted. Administration of large doses 
of vitamin C parenterally (1,000 to 15,000 mg.) pre- 
vented formation of new hemorrhages. For this reason 
| believe that at least some, if not all, of the retinal 
hemorrhages seen in this disease may be due to increased 
capillary fragility induced by the lack of ascorbic acid. 
In none of these 3 patients was the pregnancy inter- 
rupted, and all recovered. 

The therapeutic requirements of these vitamins 
depend on the severity of the disease. As a general 
rule the daily dosages range as follows: thiamine 5-10 
ing., riboflavin 5-10 mg., niacinamide 50-200 mg., panto- 
thenic acid 5-25 (?) mg., pyridoxine 5-25 (?) mg. and 
ascorbic acid 500-1,000 mg. It must be clearly under- 
stood that such vitamin therapy is but a part of the 
usual regimen of therapy commonly employed. 


36. Abt, A, F.; Aron, C. S.; Bimmerle, J. F.; Bundesen, H. N.; 
Delaney, M. A.; Fagen, H. J.; Farmer, C. J.; Wegner, O. C., and 
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Infections may quickly deplete the water soluble vita- 
mins. Chart 3 illustrates plasma vitamin C in pyelitis 
of pregnancy and chart 4 the effect of a breast abscess. 
These reactions are typical of any acute infection. The 
physician must be on guard at these times and supply 
supplements, particularly if the dietary intake is poor. 


VITAMIN IM PYELITIS OF PREGNANCY 


070 

> 


Chart 3.—Pyelitis of pregnancy, like any acute infection, may quickly 
deplete vitamin C, as these 2 cases illustrate. 


While vitamin C diminished after infections, we could 
not demonstrate that low plasma values influenced the 
development of infection (table 3). 

Certain other complications may occasionally arise 
from vitamin deficiencies. For example, we observed 
a peculiar type of postpartum hemorrhage (bleeding in 
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Chart 4.—Because of late vomiting of pregnancy this woman hacy a 
low plasma vitamin C. Fairly large amounts (325 mg. daily) slowly 
elevated her plasma level but failed completely to maintain that level 
after acute infection, 


small but constant amounts from the uterus for twenty- 
four hours ater delivery). This woman’s plasma vita- 
min C was zero, and no other cause for the bleeding 
was found after a careful search. Administration of 
1,000 mg. of ascorbic acid was followed by cessation 
of the bleeding. 


4 
“i 
~ 
= 
of 
0.10 
— 
43 
0.81 
4 = 
Se 
= 
= 
i 


350 RINGWORM—LEVIN 


These and many other unusual and fascinating stories 
of isolated instances of vitamin deficiencies are of minor 
clinical importance by virtue of their rarity and should 
not be stressed, for they no doubt contribute to some 
of the unjustified publicity of nutritional deficiencies. 


SUM MARY 
It is clear that the normally healthy, pregnant woman 
requires more dietary essentials than the similar non- 
pregnant woman. The exact extent of this increase 
is not known for any substance, but approximate values 


have been reasonably well established. ‘Under ordinary~ 


conditions these needs can and should be met by diet 
alone. For optimal supply the daily diet should consist 
of one generous serving of meat, including liver weekly, 
a quart of milk, an ounce of butter, one fresh vegetable, 
one green leafy vegetable and one other cooked vege- 
table, generous amounts of citrus fruits or their equiva- 
lent, an egg and whole grain cereal or enriched bread. 
Beyond this, supplements are unnecessary except pos- 
sibly 5,000 international units of vitamin A during 
the second trimester and 10,000 international units dur- 
ing the last trimester. Administration of vitamin K to 
the mother in labor or to the newly born infant is 
probably justified. 

Gross deficiencies of diet undoubtedly influence 
unfavorably the course of pregnancy and the health of 
the newborn infant. An excellent diet favors a success- 
ful course and termination of pregnancy for mother and 
infant. Lesser degrees of deficiency are not easily 
diagnosed, nor is their significance understood. 

Complications of pregnancy probably exert a greater 
influence on nutrition than does nutrition on them. 
Such conditions as hyperemesis gravidarum, pyelitis of 
pregnancy and puerperal infection and other acute and 
chronic infections may produce nutritional deficiencies. 
These are conditions which frequently require dietary 
supplements, sometimes in large amounts. 


ABSTRACT OF DISCUSSION 


Dr. Frep L. Apatr, Chicago: We must recognize that 
physicians are really the health educators of the community 
and we should be certain that when we educate our patients 
they are being educated soundly; otherwise we may have to 
unedacate them later. We have to recognize certain facts about 
foods: First, that there are no standards which apply to all 
foods; second, that there are no standards which apply to all 
individuals. Consequently we have to adapt the food to the 
individual. Foods are both quantitative and qualitative, and no 
food could be produced which contains anything which is not 
present in the environment in which it is grown. Individuals 
also are creatures of their environment. Not only the quantity 
of food but also its quality is subject to variation and there are 
environmental and seasonal variations of food. Our civilization 
has had foisted on us a lot of artificial foods. Fresh and natural 
foods are altered by the various processes which have adapted 
them to our civilization. The effort to enrich flour and bread 
is a result of a deprivation of our flour and bread of certain 
essential things which are in the whole grains. This is particu- 
larly noticeable, I think, with reference to flour and corn meal. 
The efforts at the enrichment of corn meal have not as yet 
been successful. The effort is necessary on account of the 
mores of the people. People like white bread. Most of them 
prefer white bread to whole grain bread. Proteins are closely 
“tied in” not only with nutrition but also with immunity. Pro- 
teins not only have certain nutritive values but also have very 
definite protective values in the resistance to infection. The 
proteins of highest quality, from the standpoint both of nutritive 
value and of their protective qualities, seem to occur in meat, 
in milk and in eggs. They have certain superiorities over 
proteins which are derived from grains. The minerals, of 


course, vary in importance, but there are special reasons for the 
addition of these to the diet. The pregnant woman has to store 
not only for herself but also for the growing fetus. Added to 
her actual maintenance needs are the requirements which are 
immediate for the fetus and also the storage needs of the mother, 
to supply her in the period subsequent to delivery and the period 
of lactation. Certain elements in her diet are required for 
storage for the fetus, which is another problem about which we 
have even less information than we have on the storage for 
the individual. The first trimester of pregnancy often presents 
great difficulty not only to meet the maintenance requirements 
of the individual but to provide for storage of the essential 


-things which the fetus needs mostly in its later period of 


development. Probably most of these requirements have to be 
met in the second trimester of pregnancy after some of the 
anorexia, nausea and vomiting of the early period of pregnancy 
disappears. 


THE PROBLEM OF NONFLUORESCENT 
RINGWORM OF THE SCALP 


A WARNING 


OSCAR L. LEVIN, MD. 
AND 
HOWARD T. BEHRMAN, 
NEW YORK 


The presence of an epidemic of ringworm of the 
scalp in New York has been known for several years. 
During this period new cases have appeared sporadi- 
cally throughout the United States and have produced 
minor epidemics in various cities. In a previous publi- 
cation we?’ discussed the routine diagnosis and treat- 
ment of epidemic tinea capitis. In the majority of 
instances the infection is due to either “animal’’ ( Micro- 
sporum lanosum) or “human” (Microsporum audouini) 
types of fungi. While these agents are responsible for 
different clinical and laboratory findings, they have one 
important property in common. This pecutiarity is 
disclosed by examination of the infected hairs by means 
of Wood’s light or filter. This light or filter is com- 
posed of glass containing sodium barium silicate and 
nickel oxide. When placed over a source of ultra- 
violet radiation it screens out all wavelengths except 
those in the near portion of the ultraviolet part of the 
spectrum (3,600 angstroms). These rays impart a 
fluorescence to hairs infected with members of the 
microsporum group and, to a lesser degree, to hairs 
infected with Achorion schoenleini (favus). The 
infected hairs appear as short, luminous, bright yellow- 
ish green stubs. As a result of this observation, filtered 
ultraviolet rays have been employed in various _insti- 


tutions such as hospitals, schools and orphan asylums . 


for the purpose of case finding. These “screening” 
procedures have been and will continue to be of great 
value in the detection of both early and advanced cases 
as well as in the determination of cure. Unfortunately, 
this device has occasionally been employed by those not 
thoroughly acquainted with the mycologic background 
of tinea capitis. In several instances these individuals 
have informed the patient or the family that there is 
no evidence of ringworm of the scalp because Wood’s 
light failed to disclose fluorescence. This may be true 
in proved cases of treated Microsporum infection, in 
which two negative examinations at intervals of three 
weeks suffice for discharge of the patient. However, it 
is of the utmost importance that information be dis- 


the of the Mount Sinai Hospital. 
Levin, O and Behrman, H Diagnosis and Treatment of 
Epidemic Ringworm of the Scalp, J. Mount Sinai Hosp. 10: 455 (Nov.) 
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seminated to the effect that a small percentage of other 
fungous infections of the scalp do not produce fluores- 
cence under the filtered ultraviolet rays. It is fortunate, 
indeed, that this proportion is usually less than 10 per 
cent during an epidemic, but it may increase consider- 
ably if the infected child is allowed to remain in school 
because of an incorrect diagnosis. In addition, the 
organisms producing these nonfluorescent infections are 
vastly more recalcitrant to therapy. The following case 
is illustrative of the entire problem, as this child was 
permitted to attend school for several months after the 
development of the fungous infection of the scalp. 


REPORT OF CASE 

History—D. Z., a white boy aged 7 years, first seen on 
Nov. 6, 1943 in the Dermatologic Clinic of the Mount Sinai 
Hospital, was said by his mother to have had “sores” in his 
head for a number of months. The school authorities had been 
uneasy about the condition, but repeated examinations under 
the Wood’s light failed to disclose. the classic grggnish fluor- 
escence of Microsporum infections. Accordingly the child con- 
tinued to attend school during this entire period. The first 
examination of the scalp in the clinic showed several crusted, 
follicular papules irregularly disseminated throughout the hair. 
A few pea to dime size (18 mm.) erythematous, eczematoid 
patches were also in evidence on the scalp and the back of the 
neck, 

Laboratory Examinations —The child was first examined 
under the Wood's filter. At the time of this examination the 
scalp was completely covered with an ointment, so that proper 
study was impossible. The mother was advised to shampoo 
the scalp daily and to return for further examination. At 
the subsequent examination, rapid perusal of the scalp during 
a busy clinical session with numerous classic cases of Micro- 
sporum infection failed to disclose any abnormalities untler 
Wood's light. Routine examination of several extracted hairs 
showed no trace of fungous infection. Cultures were performed 
with other hairs as a routine measure. Within a short time 
one of the culture plates began to show an unusual type of 
fungous growth. The child was recalled for further study. 
At this time careful examination of the scalp under Wood’s 
filter brought to light’a dull white fluorescence of a number 
of scattered hairs, especially over the occipital and temporal 
regions. These hairs were extracted and examined micro- 
scopically. They exhibited large spores in chains in the shaft 
of the infected hairs. 

Cultures were made of the abnormal material. Within ten 
to fourteen days they began to show a velvety tan surface. 
The central portion of the colony was lower than the rest of 
the surface. The margin of this central area fell away sharply 
to form a crater-like border. Culture mounts showed numerous 
microconidia occurring en grappes and as thyrsi sporiferi. 

The diagnosis of Trichophyton crateriforme infection of the 
scalp was made and confirmed on numerous occasions subse- 
quently. Roentgen epilation was advised as the only possible 
method of cure of the fungous infection of the scalp. 


COMMENT 


There are various types of fungi responsible for 
infection of the scalp. The offending agents responsible 
for the widespread epidemic of ringworm of the scalp 
in the United States fall into two main groups for the 
purpose of classification. 

The first group, and the less important of the two, 
is that due to the so-called “animal” type of fungus. 
In this group, the causative organism is Microsporum 
lanosum. This organism is usually transmitted to chil- 
dren by infected cats or dogs. Clinically the disease 
appears as one or several scaling, inflammatory patches 
in the scalp. In this scaly patch there are found 
pustules, or groups of pustules, around the hair follicles, . 
as well as broken-off hairs. Similar lesions. g¢nay be 
present elsewhere on the body. The hairs can be 
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removed with ease from the infected sites. Microscopic 
examination of these hairs furnishes a rapid diagnosis, 
as evidenced by the presence of a mosaic sheath of 
spores around the hair shaft. Further confirmatory 
aids in establishing a diagnosis include trichophytin 
tests and cultural studies. Trichophytin is an extract 
of fungi isolated from patients with ringworm. Owi ing 
to the inflammatory reaction produced by the “animal” 
ringworm, immunologi¢é phenomena are elicited as evi- 
denced by a positive trichophytin reaction. Cultural 
studies on special mediums (Sabouraud) show dull tan” 
colonies with a lemon yellow substratum within five 
to seven days. Examination of the infected hairs or 
scalp by means of Wood’s light is corroborative of the 
diagnosis. These rays impart a fluorescence to hairs 
infected with the Microsporum group. The infected 
hairs appear as short luminous, yellowish green stubs. 
The second group of fungi etiologically responsible 
for tinea capitis is composed of the so-called “human” 
type of organism. The present epidemic is composed 
mainly of cases due to this organism, namely Micro- 
sporum audouini. .The disease is spread from one 
child to another by means of direct contact. It may 
also be communicated by means of intermediate agents 
such as incompletely sterilized barbers’ instruments, 
combs and brushes, hats, towels and the backs of chairs, 


‘especially theater seats. The lack of conscious effort 


on the part of parents of infected children to warn 
neighbors of the presence of the disease plays an impor- 
tant part in transmission of the infection. The clinical 
picture of the disease consists in the appearance of one 
or several small scaling patches on the scalp. These 
patches are composed of fine scales covered with brittle 
and broken hair stubs. The inflammatory reaction is 
slight, and pustulation is infrequently observed. The 
hairs are not easily extracted, owing to the ease with 
which they break following slight trauma. The unfortu- 
nate feature of this disease is the fact that the scalp 
may appear to be entirely normal from a clinical stand- 
point. In all suspicious or suspected cases, recourse 
must be had to examination by means of Wood's light. 
It is amazing to the novice to see an apparently normal 
and healthy scalp spring into focus as islands of greenish 
points under the filtered ultraviolet ray. Microscopic 
examination of the diseased hair is also corroborative 
of the diagnosis and resembles that seen with M. lano- 
sum. The trichophytin reaction is usually negative, 
owing to the lack of inflammatory reaction produced 
by this organism. Cultural studies should be per- 
formed in all cases. In about seven to ten days there 
usually appears a grayish white fluffy culture with a 
central elevation. The substratum is usually reddish 
brown. In the culture mount the organism may be 
differentiated from M. lanosum by the rarity with which 
fuseaux (an asexual, oat-shaped spore) are found. 
Cultural mounts of M. lanosum, the “animal” type of 
ringworm, are characterized by the presence of numer- 
ous fuseaux. 

In view of the frequency of infection due to the 
preceding fungi, the fact that other mycologic agents 
may also produce ringworm of the scalp has been over- 
looked. The remaining groups include less important 
members of the Microsporum family (Microsporum 
fulvum), Achorion schoenleini (favus) and tlie Tri- 
chophyton group. Infections due to M. fulvum resem- 
ble those produced by M.lanosum. 

Achorion schoenleini, the cause of favus, produces a 
classic picture in the scalp. The lesions are sulfur 


crusts with a characteristic mouse- 
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like odor. Occasionally the scalp merely shows irregu- 
lar crusted areas or greasy scales. If the infection has 
been present for any length of time, areas of alopecia 
and scarring may be present. Under Wood’s light the 
infected hairs fluoresce like the Microsporum group 
but are not as bright green. The cultural growth has 
a smooth, brownish, waxy surface. Splitting of the 
medium is common. Microscopic study of the cul- 
ture shows the so-called favic’ chandeliers, which are 
diagnostic. 

The Trichophyta are less well known than the pre- 
ceding fungi and are more apt to be incorrectly diag- 
nosed when they infect the scalp. They are roughly 
divided into endothrix and ectothrix groups, depending 
on their predilection for the hair shaft itself (endothrix ) 
or the surface sheath (ectothrix). The three most impor- 
tant fungi in the endothrix group are Trichophyton 
violaceum, Trichophyton sulfureum and Trichophyton 
crateriforme. Infections caused by T. violaceum are 
known as “black dot” ringworm. This name stems 
from its peculiar appearance as patches of black specks 
through the scalp. These black specks are, in reality, 
broken hairs which have split off close to the scalp. 
In the other two endothrix infections, as well as in some 
of those due to T. violaceum, follicular pustules and 
small, eczematous, impetiginized patches constitute the 
usual clinical picture. Microscopic examination of the 
hairs reveals large spores, usually in chains, throughout 
the hair shaft. Cultures distinguish the various types 
and their variants. Under Wood’s light the infected 
hairs show a dull white fluorescence. Exceptionally 
the hairs exhibit a bright, shining white fluorescence. 
This unusual fluorescence is apt to be overlooked in 
rapid or casual examinations. To the untrained it may 
be dismissed as of no consequence or as a phenomenon 
due to an applied ointment. Various salves and oint- 
ments do produce a white or bluish white fluorescence. 
However, this shine is not confined to individual hairs 
but is widely dispersed over irregular areas. In addi- 
tion, fluorescence due to an ointment may be removed 
by scrubbing the area with alcohol or one of the fat 
solvents (acetone, carbon tetrachloride or the like). 

The ectothrix Trichophyta are uncommon invaders 
of the scalp. The two important members of this 
group are Trichophyton gypseum and T. purpureum. 
They both have several variant types which are proba- 
bly derivatives or subgroups. When T. gypseum 
involves the scalp it usually produces an inflammatory 
pustular infection.2 In some cases this may be so 
severe as to form a boggy, pustular, almost carbuncular 
mass, usually referred to as a kerion. The infected 
hairs exhibit chains of spores external to the hair 
shaft. Cultures made from this material usually show 
snowy white, fluffy or powdery colonies. Under 
Wood's light the infected hairs appear normal. This 
important fact must not be overlooked—the infections 
produced by this group of Trichophyta supposedly do 
not impart fluorescence to the diseased hair. The 
clinical appearance may resemble that of M. lanosum, 
but the lack of fluorescence should lead the observer to 
further investigation. The diagnosis is a laboratory 
procedure and, if correctly performed, will clarify the 
problem. The other ectothrix of importance, namely 
T. purpureum, rarely involves the scalp, although we 
have encountered 2 instances of tinea of the beard due 
to this organism. The clinical appearance of cutaneous 
infections due to T. purpureum is usually that of a, 


2. Lewis, G. M., and Hopper, M. E.: An Introduction to Medical 


Mycology, Chicago, Year Book Publishers, Inc., 1939, p. 53, 
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sharply marginated, dull red, eczematous patch. The 
cultural features are diagnostic, owing to the develop- 
ment of a purplish red color in the colony. Under 
Wood’s filter this fungus has been reported as produc- 
ing no fluorescence. As we have never seen a case 
of T. purpureum involvement of the scalp we cannot 
refute this observation. However, in both cases of 
T. purpureum infection of the bearded region there was 
a distinct white fluorescence of the infected hairs. For 
the sake: of completeness, another member of the 
Trichophyta should be mentioned, namely Trichoph- 
yton niveum. It is a very uncommon cause of tinea 
capitis and resembles T. gypseum clinically and myco- 
logically. 
CONCLUSIONS 

It should be emphasized that not-all fungous infec- 
tions of the scalp impart a noticeable fluorescence to 
the diseased hairs. 

All patients suspected of ringworm of the scalp 
should be carefully studied before the diagnosis is dis- 
carded. A negative examination’ under Wood’s light 
is not sufficient to exclude these cases. In every 
instance of clinically suspected infection the performance 
of microscopic and cultural examinations is essential. 

The public health aspect of this problem is of extreme 
importance and must not be overlooked. These chil- 
dren should be reported to the local health authorities 
in order to insure adequate case finding and super- 
vision of therapy. They should not be permitted to 
attend school or enter into close contact with other 
children. 

2 East Sixty-Ninth Street. 


GASTROINTESTINAL CONDITIONS 


SIMULATING OR AGGRAVATING CARDIO- 
VASCULAR DISEASE 


WILLIAM EARL CLARK, M.D. 
WASHINGTON, D. C. 


The relationship of gastrointestinal. disorders to 
cardiovascular disease is an old problem, and much has 
been written in regard to the confusion of symptoms. 
Dr. Paul White in the Alvarez Lecture before the 
Gastro-Enterological Association in 1937 spoke of “the 
differential diagnosis being of never ceasing importance 
and interest.” He in turn quoted from Liddell and 
Scott’s Greek Lexicon, giving the following definitions : 
“Kardia, heart, stomach” and “Kardiakos, of the heart 
or stomach, dyspepsia.” He goes on to say “It is no 
wonder we have been confused ever since.” 

I have reviewed a great many cases from my practice 
in the last ten years and have endeavored to develop 
if possible some practical plan to separate those with 
some abnormality of the digestive system from those 
with actual cardiovascular disease. In many, cases this 
can be done with a careful history and physical exami- 
nation. In other cases it seems plain that the digestive 
difficulty and cardiovascular disease have occurred in 
the same individual, and the digestive difficulty is aggra- 
vating the cardiovascular disease. In a few cases even 
with the most careful history, physical examination, 
and with the aid of laboratory studies, including x-ray 
and electrocardiogram, it is impossible to be absolutely 
certain of the actual diagnosis. 


Read _ before the Section on Miscellaneous Topics, Sessions for the 
General Practitioner, at the Ninety-Fourth Annual Session of the American 
Medical Association, Chicago, June 15, 1944. 
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Pressure, burning or actual pain in the chest is a 
relatively common symptom, and it causes a patient to 
think of the possibility of heart disease. Since starting 
this paper I have read a most interesting article by 
Tinsley Harrison’ on chest pain. When substernal 
pain.occurs, especially pain related to effort or emotion, 
and lasts about sixty seconds, the great probability is 
that it is angina. Numerous observers have proved, 
however, that cardiospasm or irritability of the lower 
esophagus can give pain in the same location as actual 
angina pectoris. Chester Jones in his essay “Pain from 
the Digestive Tract” feels that pain impulses are asso- 
ciated with pressure or spasm of the musculature of 
the esophagus or cardia, and this pain may be referred 
over the same nerve pathway as angina. This is also 
true if a patient is having a gallstone attack. Some one 
said years ago that some of the most severe pain a human 
being can experience in this life is due to violent con- 
tractions of unstriped muscle. 

Now the first group of cases that may be confused 
with cardiovascular disease are those of diaphragmatic 
or hiatus hernia. In the last fifteen years there have 
been an increasing number of diaphragmatic or hiatus 
hernia cases reported. Probably a large percentage of 
these cases may be without symptoms, but there are 
a certain number of these hernias that give symptoms 
that are quite suggestive of coronary disease. The fact 
too that hiatus hernia and coronary disease occur so 
often in the same age group tends to add to the con- 
fusion. In fact it is not unusual for the two conditions 
to occur together in the same individual. They also 
occur in the period of life when we so frequently encoun- 
ter gallbladder disease, and it is well known how often 
cholecystitis and coronary disease occur in the same 
patient. 

The most striking case I have found in the literature 
in which hiatus hernia resembled coronary disease is a 
case reported by William D. Reid in July 1940. A 
physician aged 52 complained of pain over the sternum 
and down the left arm, waking him at 3 a.m. He was 
seen by a cardiologist a few hours later. The pain 
was persistent and not completely abolished by two 
% grain (16 mg.) doses of morphine. There was some 
referred pain noted over the inner aspect of both elbows 
and the little finger of each hand. It was worse on the 
left side, and the arm pain would last from one to 
three minutes at a time. The patient recognized little 
if any pressure symptoms and did not feel particularly 
ill. Gastric symptoms were entirely absent. During 
the subsequent four days he remained in bed. The 
white cell count remained normal, fever was absent and 
the electrocardiograms were normal. Examination of 
the heart itself gave normal findings. This substernal 
discomfort was located under the lower third of the 
sternum, where it persisted in a mild form. The patient 
was discharged at the end of four days as not having 
a cardiac infarction but with the suspicion that “some- 
thing was wrong in the mechanics of the chest.” 

The patient did not feel well during the subsequent 
weeks. The aforementioned symptoms persisted in a 
mild form and occasionally in association with nervous 
tension. The patient reported a sensation similar to 
that felt when one has swallowed something too hot. 
Roentgen examination, which unfortunately did not 
include a search for hiatus hernia, disclosed nothing 


1. Harrison, T. R.: Clinical Aspects of Pain in the Chest, Am. J. 


M. Se. 207: 561 (May) 1944. 
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abnormal in the esophagus or gastrointestinal tract. A 
vacation of six weeks in Florida was prescribed. The 
patient was able to play golf, but there was only 
slight lessening of the thoracic and arm pain. Later 
he consulted an orthopedic surgeon who previously had 
successfully treated him for certain postural defects. 
The orthopedist thought that if the substernal pain 
was not due to heart disease it could be explained on 
the basis of muscular strain from faulty posture. Exer- 
cises were prescribed. These were faithfully followed 
from April until September without relief of the 
symptoms. 

During this period that he was under the care of the 
orthopedist he had another rather severe attack of sub- 
sternal pain, and a different cardiologist was called. 
After two days’ study as a bed case again it was decided 
that cardiac infarction was not present. The symp- 
toms at that time were believed to be partly orthopedic, 
partly cardiac and partly gastric in origin. , 

During the summer the patient resumed active exer- 
cise without untoward symptoms. The substernal and 
arm pains were present with increasing frequency. 
Finally it was noted that the pain was tending to center 
under the lower third of the sternum and that the feel- 
ing of discomfort after meals was becoming more fre- 
quent. He would get some relief by belching. A 
gastroenterologist was then consulted and he sug- 
gested hiatus hernia, and the hernia was demon- 
strated both fluoroscopically and on the x-ray plate. 
The establishment of the diagnosis was of decided value 
to the morale of the patient. Medical treatment for 
some months was of uncertain benefit. Finally the 
following year this patient consulted a surgeon. Radical 
cure by surgery was deemed unwarranted, and dilation 
of the esophagus was performed. There was a gradual 
abatement of symptoms to the date of writing, January 
1940. Whatever symptoms occurred were minor and 
readily ignored. 

A prominent physician in Washington has had a 
hiatus hernia for several years. When I questioned 
him as to why so many hernias were symptom free 
he ventured the following opinion, which I think is 
excellent: First there is a group with a short esophagus, 
where the cardiac end of the stomach is up in the chest 
and probably has always been up in the chest. These 
patients are very apt to be symptom free. In the 
second group the hiatus is large enough and free enough 
so that part of the stomach can herniate into the chest 
and return to below. the diaphragm without getting 
caught. These too are apt to be symptonr free. The 
cases that really give symptoms are the ones with a 


‘ rather small hiatus so that when a portion of the 


stomach, even a small portion, herniates through the 
diaphragm it is more apt to get caught or even become 
incarcerated. In discussing his own case he states that 
if he had not known that he had hiatus hernia he would 
have thought he had angina, although in his case the 
pain does not come after exercise. In fact, exercise as 
a rule gives him some relief. Anything that upsets 
him emotionally, however, always brings on an attack 
of substernal pain. He has recently gone to the Mayo 
Clinic, where he had the phrenic nerves crushed, with 
complete relief of his symptoms although of course this 
has not cured the hernia. 

Dr. Chester Jones has collected 128 cases of hiatus 
hernia from his own practice and from his service at 
the Massachusetts General Hospital. He found that the 
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intake of food, especially a large meal, initiated sub- 
sternal pain in 15 out of 25 cases, and half of these 
were shoulder and arm pain. Rather less frequently 
the act of lying down initiated symptoms of substernal 
pressure. He found that glyceryl trinitrate gave some 
relief, but it was not the prompt and characteristic relief 
that is obtained in angina. Belladonna or other anti- 
spasmodics gave relief to the pressure in the chest in 
17 out of 18 cases. Belching gave temporary relief. 
In these 128.cases collected by Dr. Jones, 11 were 
heart disease and in 9 of these there was substernal 
pain with or without radiation. In all the latter there 
were small hernias, and Jones stresses that it was the 
patients with small hernias that had symptoms most 
nearly mimicking angina pectoris. Although exertion 
frequently precipitated substernal pain in patients with 
hernia, it was not as consistently so as in patients with 
real coronary disease. Dietary indiscretions and ner- 
vous tension were the most frequent precipitating causes 
of an attack of chest pain. 

There is 1 remarkalile case in my own practice that 
I have been looking after for the last two years. Mrs. 
L. M. C., aged 50, was referred by Dr. Howard Smith 
of Washington. Her past history was negative. She 
had been an unusually healthy, vigorous woman. Nine 
years ago she sustained a fall down ten steps, resulting 
in concussion. This fall occurred in June, and as near 
as she can remember around October of that year she 
began to have pain in the chest, referred to her shoulder 
and back and down her left arm. The pain was usually 
related to eating and she described it as being sharp, 
cutting off her breath. It was accompanied by heart 
consciousness and palpitation. She would get relief by 
the application of heat and by massaging between her 
shoulders. After a time she would explosively belch 
and be relieved. She was seen by a number of 
physicians, who diagnosed nervous indigestion follow- 
ing the shock from the fall. She was x-rayed on several 
occasions with negative findings. As the months 
passed, her symptoms increased in severity. Frequently 
if she was out socially to dinner she would have to 
excuse herself from the table and go somewhere to 
loosen her girdle, for she was “in agony” because of the 
‘pain in her chest referred to her back and arm. The 
pain never was referred into the forearm or fingers. 
Even though she had been x-rayed repeatedly, Dr. Smith 
had her x-rayed again and for the first time a dia- 
phragmatic hernia was demonstrated. 

She was treated palliatively for several months, but 
she grew worse. About Christmas 1939 apparently the 
hernia became incarcerated and she had to be taken to 


the hospital for observation and treatment. She devel- 


oped a secondary anemia, requiring repeated transfu- 
sions. Finally she was operated on by Dr. Gwathmey 
and Dr. Rodman in Norfolk, Va. The opening into the 
diaphragm was so large that Dr. Gwathmey could put 
his hand up into the chest and hold up the heart while 
Dr. Rodman with difficulty pulled down the herniated 
stomach into its proper position. The large aperture 
of the diaphragm, which had evidently been caused 
at the time of the fall, was closed down to normal size. 
The stomach was very much congested and inflamed 
from the constriction and partial strangulation. Her 
convalescence was uneventful. 

In 1940 she could eat anything, she regained her 
weight, and she was absolutely symptom free. In 1942 


she developed a hernia in the operative wound. Dr. 
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Smith operated and repaired this,.and soon after she 
developed symptoms that suggested a recurrence of the 
hiatus hernia. This was verified with the x-ray, and 
it is interesting that when they put her in the Trendelen- 
burg position to demonstrate the hernia there was such 
embarrassment of the heart that it caused her to lose 
consciousness. Whether from increased abdominal 
pressure from repair of the ventral hernia or whether 
the postoperative retching and vomiting caused a recur- 
rence of ‘the diaphragmatic hernia one cannot be sure. 
At any rate the stomach had again herniated through 
the diaphragm and the patient was desperately ill. She 
not only had substernal pressure and discomfort but 
became cyanosed if she made the least motion. On 
auscultation one could hear peristaltic gurgling over the 
precordia, just as one would elicit over the epigastrium. 

I was called in on the case about this time and we 
did everything possible to give her relief by conservative 
medical management. We kept a Wangensteen tube 
in for days but apparently the hernia again was incar- 
cerated, for the material drainéd away was brown coffee 
ground material, apparently from the ooze of the mucosa 
due to the constriction of the diaphragm. Again opera- 
tion was decided on and she was got ready with 
transfusions, plasma ahd glucose. Dr. Howard Smith 
and Dr. Charles Stanley White operated and found 
almost the whole stomach, including the pylorus, up 
in the thoracic cavity. With considerable difficulty the 
stomach was pulled down, and as the patient was in 
such a weakened condition and bordering on shock no 
attempt was made to repair the hernia, but the stomach 
was stitched fast to the peritoneum of the anterior 
abdominal wall and the wound closed. By early after- 
noon the patient was better and she made _ steady 
improvement. 

This past year they had to operate again and do an 
anastomosis between the duodenum and the upper jeju- 
num, as there were adhesions around the ligament of 
Treitz that were causing obstruction, but since that time 
she has been relatively well, although she still has to 
avoid getting overtired and she follows a diet of the low 
residue type. 

I do believe, especially in older patients, if they are 
somewhat obese, and if they have any atypical cardiac, 
respiratory or pressure symptoms under the lower 
sternum, that hiatus hernia should be thought of and an 
effort made to demonstrate or exclude such a condition. 
In general, patients with hiatus hernia associate the 
pain with eating, and too they are not apt to have 
symptoms when they are in the recumbent position at 
night. They may have symptoms after effort, as in 
true angina, but this is rare. Although our patient 
got relief by belching, in many of the patients with 
true hiatus hernia the gas and contents are incarcerated 
in the hernial sac and they cannot get relief by belching. 

I would like to mention briefly a woman from East- 
port, Me., who came to Washington to look after the 
home of her son and his two daughters of high school 
age. She was 73 years of age, and when we took her 
history we elicited substernal pain occurring after effort, 
referred down her arm. She also was able to differ- 
entiate another group of symptoms referred to the 
lower esophagus or cardiac end of the stomach which 
she related to eating. There was no question about 
her having coronary sclerosis with angina, her symp- 
toms were so typical, and the electrocardiographic 
changes fitted in with that diagnosis. At the same time 
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oe had asc high in the epigastrium and under the 
lower third of her sternum that was at times related 
to eating. X-ray examination showed the ‘presence 
of a small hiatus hernia, so that this case illustrates the 
combination of coronary sclerosis, angina pectoris and 
hiatus hernia, with the aggravating influence of the 
hernia. 
PATIENTS WITH CHEST PAIN 

The next group of cases I want to mention is illus- 
trated by a man of 69 who has been the chief in one 
of our government departments for years. He has been 
a sound, practical, effective administrator of his depart- 
ment. Gradually as he has grown older and as new 
conditions have come up, especially since the war, there 
has been a reorganization of his department. He does 
not seem to have the elasticity to meet the change. He 
comes into conflict with what he terms theoretical, 
unpractical and visionary younger men in his depart- 
ment. After a varying number of conflicts he goes 
to pieces nervously and develops a queer pressure in 
the upper left quadrant, referred into his left chest and 
into his neck. He does not relate the attacks to any- 
thing he has eaten and they are not related to effort, 
although they often waken him at 2 or 3a.m. He thinks 
the symptoms are due to gas that traps or pockets under 
the diaphragm, causing the chest and neck pain. Nat- 
urally, like any one with chest symptoms he fears that 
his heart, may be involved. To make the case a bit 
more confused, in the course of giving his history he 
described two attacks that sounded very much like real 
angina pectoris. These two attacks were associated 
with effort, and effort rather soon after meals. 

His first electrocardiogram showed flattening of the 
T waves, enough to suggest a certain amount of coronary 
disease. I feel, however, that it is this emotional stress 
due to his inability to cope with changing conditions 
in his office, or, if I must be plain, it is the New Deal 
that seemed to be causing most of his symptoms. As 
he is almost 70 and eligible for retirement, I encouraged 
him to retire. He has enough normal interests to 
entertain him and he gladly accepted this advice. I 
put him on a program of lessened activity without 
stressing his possible coronary disease,-and the relief 
from conflict and peace in his heart have allayed most 
of his symptoms. A second electrocardiogram was 
essentially normal. 

There are many patients of highly nervous organiza- 
tion: that may mention chest pain as one of their chief 
symptoms. They do not as a rule describe the pain as 
substernal pressure but more often at the outer border 
of the heart or in the chest wall. They will speak of 
it as a burning or pinching or they will have difficulty 
in describing it at all, like most patients with somatic 
sensations. Of course nervous or psychoneurotic 
patients also are more subject to irregularities, cardiac 
palpitation and so on, but usually by taking a careful 
history and doing a physical examination, with possibly 
an electrocardiogram, one can rule out cardiovascular 
disease. I was interested in talking recently with a 
friend who had returned from the meeting of the College 
of Physicians in Boston. He sdid he heard Dr. Paul 
White make the statement that cardiology had got 
top heavy and that the best trained men were getting 
hack to the good old principles of a careful painstaking 
history and physical examination, and they put labo- 
ratory tests and electrocardiograms well down on the 
list in importance. 
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PATIENTS WITH CHOLECYSTITIS 


Another group of cases I would like to mention that 
may simulate or aggravate cardiovascular disease are 
those in which there is cholecystitis or cholelithiasis. 
Over and over again the association of gallbladder dis- 
ease and coronary sclerosis has been demonstrated. It 
is almost equally well known that a diseased gallbladder 
will often have what has been termed a trigger mecha- 
nism, initiating attacks of angina. I am not suggesting 
a cholecystectomy on every patient who has angina and 
cholecystitis, but if the patient is in relatively good 
condition and has gallstones, cholecystectomy will not 
only relieve the gallbladder symptoms but often will have 
a most favorable effect on the heart symptoms. | think 
that in the past we have been too prone to allow a 
patient to continue with what have been called silent or 
innocent gallstones. Dr. Lahey, Dr. Jordan and many 
other authorities have shown with what frequency these 
patients who were relatively good risks in their late 
forties or early fifties develop very definite symptoms 
related to their gallbladder when they are in their 
sixties and when they have become very questionable 
surgical risks. All of us have a certain number of such 
patients under our care. I know one in particular that 
I wish could have had cholecystectomy years ago, for 
the diseased gallbladder is now having an almost con- 
stantly aggravating effect on her cardiovascular disease. 


NERVOUS EXECUTIVES 

There is still another group of patients that I feel 
should be mentioned in this discussion of indigestion 
‘simulating cardiovascular disease. We are seeing a 
great many executives that are driving hard in their 
work, with too little recreation and rest. In many 
instances they are overweight and they are nervously 
smoking twenty, thirty or even forty cigarets a day. 
They begin to complain of gaseous indigestion and 
discomfort in the epigastrium, frequently referred into 
the chest. Often because they have got so little exercise 
and are overweight and tired they will be rather short 
of breath on exertion. ‘In my experience most of these 
patients fail to have pressure or pain after exertion 
but may complain of atypical sensations like dragging 
or pulling in the left chest anteriorly, and they are always 
worse when under increased emotional strain. The 
Graham test may be negative, and the gastrointestinal 
x-ray examination will be negative except for irritability 
or spasticity. As some one describing this group of 
cases says, they have mild traffic jams along their 
gastrointestinal tract, especially at the cardia or pylorus, 
from spasm of the sphincters in these areas. Many of - 
them will describe a burning in the epigastrium and 
over the course of the esophagus. Cutting out or dras- 
tically reducing their tobacco, and cutting down their 
schedule, usually brings about relief. I cannot suff- 
ciently emphasize the relief there is to the mind of such 
patients if they can be reassured and given a sense of 
security that their heart is intact and that their symp- 
toms are due to the strain they are under plus the 
tobacco. 

SUMMARY 

1. Diaphragmatic or hiatus hernia may present a 
clinical picture that resembles heart disease, especially 
coronary sclerosis with angina. And too it is the smaller 
hernias that are often overlooked that are most apt 
to give symptoms like those of cardiovascular disease. 


2. The symptoms in hiatus hernia are much more apt 
to be associated with eating rather than with effort. 


é 


A. 
45 
1€ 
1€ 
id 
n- 
oh 
se | 
al fe 
er 
ut 
he 
n. 
ve 
ve 
be _ 
th 
id 
1p 
he 
in 
10 
ch 
or 
T- 23 
ly 
of 
ne 
to 
re 
ic, 
er 
an 
he 
ve 
at 
in 
th 
ed 
g. 
he 
ol 
er 
rt, 
: 
he 
ch 
ut 
Lic | 
ne 
| | 


356 


The pain is less promptly relieved with glyceryl 
trinitrate. Belladonna and phenobarbital, “Trasentin” 
or other antispasmodics usually relieve or modify the 
pain. 

3. Gallbladder disease, especially cholecystitis with 
stones, is not only frequently found associated with 
coronary disease but may reflexly initiate attacks of 
angina. In properly selected cases cholecystectomy may 
lessen or even clear up the attacks of angina for a time 
at least. 

4. Functional derangement of digestion and irritable 
colon syndrome may also mimic or accent cardiovascular 
symptoms. 

1835 Eye Street N.W. 


ABSTRACT OF DISCUSSION 


Dr. Sara M. Jorpan, Boston: I have found in many cases 
that even the large, long esophagus type of hernia, the hernia 
in which the stomach is almost completely upside down in the 
thorax, can be controlled by a careful regimen. On the ques- 
tion of other causes, perhaps less frequently encountered but 
still occasionally found in the gastrointestinal tract, which might 
confuse the picture and make one think of heart disease, it must 
be remembered that spasm at the cardia is sometimes initiated 
by pain only. Not only is there dysphagia from cardiac spasm 
but there may be simple, severe pain with the onset of the 
attack, which makes one think of coronary disease. A rapid 
fluoroscopy of the. esophagus will settle the diagnosis there. 
Spasm in the pylorus may produce chest pain which radiates 
to the neck, the teeth and even down in the arms. Spasm in 
the sphincter of Oddi after cholecystectomy may also produce 
this type of pain. The diaphragmatic flexure, in my experience, 
more than any other condition has been a source of confusion 
in the diagnosis when patients have been sent with a question 
of coronary or gastrointestinal disease. Pocketing of gas in the 
high splenic flexure in an atonic colon directly under the dia- 
phragm certainly may be the cause of substernal pain which 
radiates to the neck and arms and can be alleviated and pre- 
vented, of course, by gastrointestinal management. I have often 
had patients who come with high upper gastric or chest pain 
which is due entirely to a habit of belching. They don’t always 
swallow air, so it really isn't aerophagia. Fluoroscopy of their 
stomachs does not reveal air, But watch the patient who has 
that type of pain and ask him if he has the habit .of belching. 
Put him on a careful regimen, a little antispasmodic treatment, 
and ask him to be careful not to belch, and sometimes cure 
will ensue within a few days. A digestive tract upset in a 
cardiac condition is certainly not helpful; it is harmful. The 
attention to food, prescription of an easily digestible diet (it 
doesn’t have to be too restricted, but the notoriously indigestible 
foods should be removed), attention to smoking and to the 
abuse of laxatives—all those things should be watched care- 
fully in a-cardiac patient in order to have the digestive tract 
help rather than hinder the condition. 

Dr.*Writ1AM Eart Ciark, Washington, D. C.: I stated 
that as a rule large hernias are less apt to get caught, but 
Dr. Jordan brings out the fact that they sometimes do get 
caught, and 1 of the cases on numerous occasions became incar- 
cerated. I agree also that some patients with a congenital short 
esophagus do have symptoms. 


Public Acceptance of Medical Science.—Men who saw 
malaria driven out of Guadalcanal, and typhus beaten at Naples, 
will be very willing to accept the guidance of a profession that 
uses both stethoscope and microscope, combining sound prac- 
tice with sound theory based on experiment. There need be 
no fear, in our time, of any danger from outside to public 
acceptance of medical art and science——Corner, George W.: 
The Gifts of the Good Physician, University of Rochester, 
N. Y., 1944. 
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MULTIPLE CARCINOMAS 


A CASE OF FOUR CONSECUTIVE PRIMARY CARCINOMAS WITH 
“APPARENT CURE 


C. A. M.D., PHILADELPHIA 


Since first reported by Billroth in 1860, multiple primary 
carcinoma has been found with relative frequency. No longer 
can multiple primary malignant growths be considered patho- 
logic curiosities and “remarkably rare.” 1 

The incidence has been estimated at from 0.3 to 4.33 per cent, 
Warren and Gates? in their statistical survey of recorded 
cases report an incidence of 3.7 per cent. Hurt and Broders * 
found 3.34 per cent in 2,124 cases of cancer, while Hellendall ¢ 
reports an incidence of 4.33 per cent in 685 autopsies. 


Fig. 1.—Section of breast removed in 1933 showing microscopic appear- 
ance typical of adenocarcinoma. 


Primary carcinomas may be multiple in one organ or in 
various structures of the body. They may be synchronous 
or metachronous: synchronous when of simultaneous occur- 
rence and metachronous when they develop at different times. 
Criteria have been suggested to establish the independence of 
multiple growths. Billroth postulated that each neoplasm must 
show independent histologic characteristics, that each neoplasm 
must arise from its parent epithelium and that each neoplasm 
must produce its own metastatic lesions. These criteria, how- 
ever, are too limited, since it is well known that many carci- 
nomas are slow to metastasize (e. g. the failure of metastasis 
in 40 per cent of carcinomas of the cervix uteri) and it is 
conceivable that multiple cancers in one organ, as in the colon, 


From the Surgical Department of Temple University Hospital. 

1. Boyd, William: Textbook of Pathology, ed. 3, Phiiadelphia, Lea & 
Febiger, 1938, pp. 296, 558, 559. 

2. Warren, S., and Gates, O.: Am. J. Cancer 16: 1902, 1932. 

. . H., and Broders, A. C.: J. Lab. & Clin. Med. 18: 765- 
777 (May) 1933. 

4. Hellendall, H.: Am. J. Surg. 40: 22-35, 1943. 
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may have the same microscopic appearance. Therefore the 
hroader standards of Warren and Gates are more logical; 
namely, that each tumor must present a definite picture of 
malignancy, that each must be distinct and that the probability 
of metastasis one from another must be excluded. 

These authors report, in a survey of 277 cases of multiple 
cancer, 111 cases in which three or more primary malignant 


Fig. 2.—Appearance in June 1939 showing irregularity of the posterior 
wall of the esophagus at the level of the aortic arch. 
growths were found. Hellendall reports a case in which four 
primary carcinomas of the anus occurred within a period of 


ten years, and a carcinoma of the cervix uteri which occurred 


in the eleventh year was healed locally by x-rays but the 
patient died one year later from carcinomatous involvement of 
the thoracic duct. The following is the report of a case in 
which four primary carcinomas occurred in different organs 
in the same individual. Two were treated by radical surgery 
and two by roentgen therapy, apparently with complete cure. 

Mrs. S. K., aged 55, was admitted to a Philadelphia hospital 
in March 1928 and exploratory laparotomy was performed. As 
the head of the pancreas was firm, thickened and palpable, a 
diagnosis of carcinoma was returned. No biopsy was done, 
and as the patient received no special therapy for this condition 
the error in diagnosis was proved by the subsequent clinical 
course. The changes felt in the pancreas may have been due 
to a chronic interstitial pancreatitis. 

The patient was readmitted to the hospital in August 1933 
for a subradical resection of the right breast. The axillary 


glands and fat were removed but the pectoral muscles were ° 


left intact, Examination of the removed specimen revealed 
a hard nodule 1.5 cm. in diameter, which cut with increased 
resistance and proved on microscopic examination to be an 
adenocarcinoma (fig. 1). No involvement of the axillary lymph 
nodes could be determined. 

In January 1934 she again entered the hospital because of 
the recurrence of a nodule on the chest wall at the site of 
the previous mastectomy. This was excised, but microscopic 
examination failed to show evidence of tumor. Following 
operation the patient received a series of roentgen treatments 
to the right side of the chest. 

The patient was first admitted to Temple University Hospital 
in June 1939, to the bronchoscopic and radiologic services, com- 
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plaining of pain and difficulty in swallowing solid and semisolid 
foods for a period of five weeks and a loss of 5 to 6 pounds 
(2.3 to 2.7 Kg.) in weight. Substernal pain appeared imme- 
diately after the taking of food, while liquids caused less dis- 
comfort. X-ray examination of the esophagus, two weeks 
before admission, showed an irregularity of the posterior wall 
of the esophagus at the level of the arch of the aorta involving 
approximately 3 cm. of the esophagus (fig. 2). The lumen 
of the esophagus was slightly narrowed at this point, but there 
was no appreciable delay in the passage of the barium mixture. 
A diagnosis of carcinoma of the thoracic esophagus was made. 
Endoscopy, performed by Dr. Chevalier L. Jackson on June 8, 
revealed a narrowing of the upper thoracic esophagus with 
ulceration of the mucous membrane at and just below the point 
of constriction. Tissue removed at biopsy was typical on 
microscopic examination of squamous cell carcinoma (fig. 3), 
The diagnosis returned by Dr. Lawrence Smith of the patho- 
logic department was “squamous cell carcinoma, grade 3.” 
Irradiation was administered by Dr. Edward Chamberlain 
between June 10 and July 18, five days a week in daily dosages 
of 100 roentgens (one fourth in each of four positions: antero- 
posterior, posteroanterior, left posterior oblique and right pos- 
terior oblique) to a total of 3,000 roentgens. This heavy dosage 
was well tolerated, with a minimum of skin reaction and discom- 
fort. Roentgenograms of the chest in October showed extensive 
changes in both lungs thought to be the result of the intensive 
irradiation. The patient having ne dysphagia, the esophagus 
was not examined until March 1940, when fluoroscopic and 
roentgen studies of the esophagus by Dr. Edward Chamberlain 


Fig. 3.—Section of biopsy specimen from esophagus showing whorls of 
pleomorphic cells characteristic of squamous cell carcinoma. 


showed no evidence of ulceration or neoplasm (fig. 4). The 
lumen of the esophagus was ample throughout, and there was 
no delay in passage of the barium, with no residual barium 
at the previous site of the neoplasm. Frequent subsequent 
roentgenograms have shown the esophagus to be apparently 
normal. 

During treatment for the esophageal carcinoma a small basal 
cell carcinoma of the left cheek was discovered, and one dose of 
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3,030 roentgens was administered. The growth promptly dis- 
appeared and has not recurred. 

On July 14, 1942 the patient was again admitted to Temple 
University Hospital under the care of Dr. W: Wayne Babcock, 


Fig. 4.—Appearance of esophagus after roentgen therapy, showing no 
evidence of ulceration or neoplasm. 


Fig. 5.—Annular carcinoma of proximal transverse colon. 


complaining of intermittent cramplike abdominal pain of two 
months’ duration, with no relationship to time or food. Blood 
streaked stools were passed on two occasions, but there was 
no change in bowel habit, the patient having required daily 
cathartics for years. Barium enema showed an annular carci- 
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noma of the transverse colon near the hepatic flexure (fig. 5). 
Laboratory findings were within normal limits, with the excep- 
tion of a moderate anemia. 

On July 17 resection of part of the transverse and ascending 
colon was performed by Dr. Babcock with an end to end 
anastomosis and complemental appendicostomy, and, after a pro- 
longed convalescence resulting from infection and fecal leakage 
into the obese abdominal wall surrounding the appendix, the 
patient was discharged August 29 in good condition except 
for a small draining sinus at the site of the appendicostomy. 
This necessitated later readmission to the hospital for removal 
of the infected appendical stump, after which the wound promptly 
healed. 

Examination of the resected portion of the calon showed 
an annular constricting growth just distal to the hepatic flexure, 
completely encircling the bowel for a distance of 4 cm., with 
typical raised, scalloped, firm borders and central ulceration. 
The neighboring lymph nodes were not enlarged. Histologically 


Fig. Pee, ert from ulcerative neoplasm of transverse colon showing 
loss of polarity, pleomorphism and infrequent unbalanced mitoses. 


the growth showed all the features of malignancy, including loss 
of polarity, pleomorphism, hyperchromatism and infrequent 
unbalanced mitoses (fig. 6). The diagnosis was adenocarcinoma 
of the colon, grade 2, 

In 1943 the patient, in addition to having developed a mild 


. diabetes which was controlled by diet, had recurrent attacks 


of upper right quadrant pain accompanied by chill and fever. 
The last attack was followed by jaundice and resembled the 
disturbance produced by a stone in the common bile duct. 
During the resection pf the colon the gallbladder was found 
to be thickened and to contain many stones. A _ cholecystec- 
tomy was performed in November 1943 by Dr. Babcock. 
Satisfactory exploration of the common bile duct was not 
accomplished and the cystic duct was anastomosed to the 
duodenum. 

At the present writing, twenty-eight months after removal 
of the fourth carcinoma, the patient is without physical or 
roentgen evidence of any malignant disease. She has completely 
recovered from cholecystectomy.and no further symptoms have 
developed. 
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SUMMARY 

Four metachronous primary cancers occurred in different 
organs of the body in the same patient within a period of ten 
years. All apparently have been cured, two by radical surgery 
and two by roentgen therapy. 

This is one of the first recorded cases of carcinoma of the 
esophagus treated, with five year cure following roentgen irra- 
diation. 

3401 Broad Street, Philadelphia 40. 


POSITIVE PRESSURE -RESPIRATION IN THE TREAT- 
MENT OF IRRITANT PULMONARY EDEMA DUE 
TO CHLORINE GAS POISONING 


Grace C, Harpy, M.D., anp Ativan L. Baracu, M.D., New Yorx 


The development of positive pressure respiration by Barach 
and Eckman! in the United States and by Poulton 2? in England 
made possible a specialized form of inhalational therapy for 
bronchial asthma, laryngotracheal obstruction and acute pulmo- 
nary edema. The physiologic effects of pressure breathing, the 
results of its continuous application clinically and various 
methods of administration have been described previously.* 

In cases of irritant pulmonary edema in which a continued 
exudation of serum from the capillaries into the alveoli takes 
place, despite rest and oxygen therapy, drainage through the 
respiratory passageway is impeded and bronchopneumonia and 
death may result. The administration of positive pressure to 
combat edema of the lungs produced by gas poisoning was sug- 
gested by Barach, Martin and Eckman‘ in 1938 in a paper 
dealing with the therapeutic advantages of positive pressure in 
the treatment of clinical pulmonary edema. Mention was there 
made of a case of edema of the lungs described by Norton ® in 
1897 in which a rapid clearance of the edema took place with 
the use of the Fell-O’Dwyer : forced respiration apparatus. 
Although a theoretical discussion of the mechanism was not 
given in Norton’s report, the recovery of the patient appeared 
to be due to the introduction of a laryngeal tube and the appli- 
cation of forced respiration under positive pressure.® 

Carlisle? reported that the administration of oxygen with the 


mask which provided positive pressure in expiration® was a~ 


most effective method of treating and preventing pulmonary 
edema due to irritant gases. Rovenstein® described a case of 
irritant gas poisoning in which acute pulmonary edema was 
successfully treated by the Meter mask, which provided posi- 
tive pressure in expiration.1° Segal’! has also reported the 
favorable effects of positive pressure respiration in acute pul- 
monary edema. 

The physiologic basis for employing positive pressure in the 
treatment of irritant gas poisoning is in the main the application 
of a direct physical pressure on the external surface of the 


From the Departments of Pediatrics and Medicine, Columbia University 
College of Physicians and Surgeons, and the Presbyterian Hospital. 
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pulmonary capillaries. Approximately 50 per cent of the applied 
intrapulmonary pressure is lodged on the capillary wall, the 
remainder being taken up by the elasticity of the expanded 
lung.* Although positive pressure in both cycles of respiration 
is a more effective method, the application of positive pressure 
during expiration alone is simpler. In this case the Meter 
mask with the pressure regulated in expiration by a disk with 
varying sized qutlets was used.'° When a flow of 8 liters of 
oxygen per minute is administered with the Meter mask at an 
oxygen. concentration of 50 per cent the incoming air through 
the injector distends the collecting bag so that a very slight 
positive pressure is momentarily obtained at the start of inspira- 
tion in addition to pressure during expiration. 

Other significant physiologic effects of positive pressure 
respiration are (1) the maintenance of a more patert bronchial 
passageway, since pressure breathing has been shown to increase 
the diameter of bronchi in spasm during the expiratory cycle?” 
and (2) a variable retarding effect on the entrance of blood 
into the right side of the heart, this factor being especially 
manifest in circulatory failure.* 

The patient who is the subject of this report demonstrates 
the specific value of positive pressure respiration, since inhala- 
tion of 40 per cent oxygen had been continueusly used prior to 
the employment of pressure. 


REPORT OF CASE 

H. K., a boy aged 11 years, inhaled at a single inspiration 
some freshly prepared chlorine gas while visiting in a friend's 
play laboratory. “Painful, persistent coughing ensued for two 
hours, then codeine %4 grain (0.032 Gm.) hypodermically resulted 
in-comparative temporary relief. After one hour the persistent 
cough returned with labored rapid breathing, exhaustion, vomit- 
ing and rapid thin pulse. At this time auscultation revealed 
loud rhonchi throughout the chest bilaterally. These sounds 
simulated the creaking of leather, and no moisture appeared to 
be present. Five hours after the accident he was put in a tent 
which provided an atmosphere of 40 per cent oxygen and the 
cough was somewhat relieved. The pulse, however, maintained 
its poor quality and increased in rate; rapid respirations con- 
tinued with infrasternal retraction. After four hours in the 
tent fine moist rales were present in the left lower lobe laterally 
and at the left border of the heart. Severe headache developed 
and nausea continued. Fifteen hours later the pulse was feeble, 
rapid and at. times irregular; cyanosis was recognizable; the 
respiratory rate was 44 per. minute. At this time, thirty hours 
after the accident, the Meter mask was applied with 4 cm. 
pressure and 50 per cent oxygen. Fine moist rales were now 
present at both lung bases and over the left lung laterally and 
posteriorly. Half an hour after positive pressure was applied 
the cyanosis and headache disappeared and the boy was cheerful 
and comfortable. Three and a-half hours later the moist rales 
had disappeared from the lung bases but remained in the left 
lateral area. During the night, while asleep, the patient pulled 
off the mask and in the morning the general appearance of 
illness, headache and moist rales at the bases reappeared. After 
reapplication of the mask with the original pressure adjust- 
ment for four hours the rales again diminished and in the next 
twelve hours the pressure was gradually lowered to zero and 
the lungs were clear. Oxygen was discontinued. A few rhonchi 
and wheezing sounds returned for a day but the child was 
clinically well. The degree of circulatory failure which devel- 
oped rapidly seems worthy of note. After the lungs were clear, 
the pulse did not return to normal for three days; weakness and 
listlessness continued for a week.. The patient then recovered 


completely. 


A-patient with irritant pulmonary edema due to inhalation of 
chlorine. gas showed. prompt improvement after breathing under 
a positive pressure of approximately 4 cm. of water during 
expiration. . In spite of previous inhalation of 40 per cent oxygen 
in a tent, cyanosis, pulmonary edema and obstructive dyspnea 
had developed and progressed. The favorable clinical response 
demonstrated that positive pressure respiration was the specific 
therapeutic agent in the recovery: of this patient. 

620 West 168th Street. 

12. Barach, A. L., and Swenson, P. C.: Effect of ny seey | Gases 
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Under Positive Pressure on Lumens of Small and Medium Sized Bronchi, 
Arch. Int. Med. 63: 946 (May) 1939. 
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SPECIAL ARTICLE 
This is the sixth of a series of articles discussing the signifi- 
cance of protein nutrition in health and disease. This material 
was prepared by the authors at the request of the Council and 
has been authorised for publication. y 
Grorce K. Anperson, M.D., Secretary. 


THE IMPORTANCE OF PROTEINS IN 
RESISTANCE TO INFECTION 


PAUL R. CANNON, M.D. 
CHICAGO 


Interest in the problem of undernutrition has devel- 
oped increasingly in recent years, largely because of 
the relationship of food shortages to rising death rates 
from disease. Moreover,}/the “great amount of under- 
nutrition brought about by the war has reemphasized 
in particular ‘the nutritional importance of proteins with 
respect to the normal processes of growth, lactation, 
fluid balance, bone marrow functioning, recovery from 
shock, wound healing and immunity,{ In this brief 
review especial emphasis will be placed on the influence 
of protein metabolism on resistance to infection. 

In approaching the problem of infection and resis- 
ance as a whole it is important to bear in mind that 
fall pathogenic micro-organisms are foreign proteins} 
therefore, from the standpoint of the host, /resistance 
to them is basically a protein problem, i. e. a prob- 
lem of protein digestion; When resistance is of a 
high degree either the invading micro-organisms are 
destroyed quickly by the phagocytes or their inter- 
cellular growth is stopped. When phagocytosis func- 


tions speedily and directly, as it usually does in natural . 


resistance, the infectious agents are unable to establish 
themselves in the tissues of the host ; when, on the other 
hand, *phagocytosis is less effective, antibodies may 
appear, thereby reenforcing the phagocytic mechanism 
and setting in motion the processes of acquired resis- 
tance) In either type of immunity theXoutcome of an 
infection depends primarily on the efficiency with which 
the combined cellular and humoral defense mechanisms 
cooperate to inhibit microbic growth] Bacterial growth 
tends to terminate whenever the micro-organisms are 
engulfed by phagocytes, depending, however, on the 
‘digestive capacity of the phagocytes in relation to the 
particular bacterium engulfed. XWith virus infections 
the process is somewhat different in that intracellular 
parasitism may at times protect the viruses from phago- 
cytes: hence antiviral immune mechanisms may differ 
in some respects from antibacterial ones.) ‘With most 
types of bacterial infection the outcome depends on the 
shifting balance between the potentiality of the invading 
micro-organisms to multiply and disseminate and the 
efficiency with which the phagocytes ingest and destroy 
them.’ If phagocytic action is sluggish, the infection 
may progress and even become lethal. For example, 
Lushbaugh ' has demonstrated that, if rabbits immune to 
a virulent pneumococcus are intoxicated by alcohol and 
then infected intradermally with the same strain of pneu- 
mococcus, the sluggish inflammatory response caused 
by the paralyzing action of alcohol on the blood vessels 
in the area of inoculation may lead to a delayed mobili- 


From the Department of Pathology, the University of Chicago. 
1. Lushbaugh, C. C.: The Effect of Alcoholic Intoxication on Acquired 


Resistance to Pneumococcal Infection in Rabbits, J. Immunol. 46; 151-159 
(March) 1943. 
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zation of phagocytes and a consequently severe and 
often fatal bacteremia. Under normal conditions, how- 
ever, effective phagocytosis tends to favor the speedy 
localization and destruction of the infective agents. (To 
the extent, therefore, that phagocytosis restricts bac- 
terial growth and thus ensures an adequate resistance, 
a continual supply of phagocytes is necessary, which 
requires, in turn, an abundant reserve of phagocytes 
and their precursors in the mesenchymal tissues (spleen, 
bone marrow, lymph nodes and lymphoid tissues, liver ). 
These cellular reserves are usually abundant, but when 
their continuous replacement is hampered by atrophy 
induced by old age or by prolonged undernutrition or 
malnutrition the numbers of potential phagocytes from 
these mesenchymal tissues may become correspondingly 
diminished. Under such circumstances an infection 
which might ordinarily be of minor significance may 
now become menacing, in view of the reduced numbers 
of phagocytic cells available at the time of need. Fur- 
thermore, in the course of progressive undernutrition 
the total amount of protein nutriment which can be with- 
drawn from the reserve protein stores will eventually 
become so depleted that nourishment of the mesen- 
chymal tissues will be seriously impaired, with a 
resulting tissue atrophy. Under such conditions any 
opportunistic type of intercurrent infection which would 
ordinarily be of minor import may now become pro- 
gressively more severe because of the inability of the 
mesenchymal reserves to supply phagocytes at a rate 
commensurate with demands. 

~Besides these quantitative requirements for a large 
reserve of phagocytic cells, qualitative adequacy of the 
phagocytes is also essential. For example, it has been 
demonstrated by Strumia and Boerner * that immature 
leukocytes, such as myeloblasts and myelocytes, when 
tested under comparable conditions, manifest less phago- 
cytic ability than do mature: polymorphonuclear leuko- 
cytes and that phagocytic ability in general varies 
directly with the degree of functional maturity of the 
phagocytes. Recent evidence suggests that phagocytic 
potentialities of polymorphonuclear leukocytes may be 
impaired by various nutritional deficiencies. Cotting- 
ham and Mills* report that dietary deficiencies of 
protein and of certain vitamins, viz. thiamine, pyri- 
doxine, riboflavin, ascorbic acid, choline and pantothenic 
acid in young white male mice may all depress phago- 
cytic activity in vitro. With respect to protein intake 
they found a direct relationship between the amount 
consumed and the degree of phagocytic activity. These 
investigations should be pursued further in the living 
animal in order to ascertain more precisely how these 
dietary deficiencies may modify natural resistance. 

Of particular importance in antimicrobic defense, 
however, is acquired resistance; all pathogenic micro- 
organisms, because they are foreign proteins, are capable 
within the tissues of activating the antibody mechanism. 
Antibodies so engendered may or may not be cast into 
the circulating fluids in large amounts, depending on 
the intensity of the antigenic stimulus, the quantity and 
character of the antigen reaching the antibody producing 
tissues, and other factors. But, regardless of the anti- 
body content of the circulating plasma the antigen 
activates the mechanisms of acquired resistance, and 


2. Strumia, M. M., and Boerner, F. 
lating Cells in the Various Types of Leukemia, Am. 
(May) 1937. 

3. Cottingham, E., and Mills, C. A.: Influence of Environmental 
Temperature and Vitamin Deficiency on Phagocytic Function, J. Immunol. 
47: 493-502 (Dec.) 1943. Mills, rod A., and Cottingham, E.: Phagocytic 
inthe” by Protein Intake in Heat and Cold, ibid. 47: 503-50+ 
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: Phagocytic Activity of Circu- 
i Path. 13: 335-350 
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these mechanisms may persist, to be reactivated later 
by specific or nonspecific antigenic stimulation. This 
specifically acquired resistance to a wide variety of 
potentially pathogenic micro-organisms represents a 
type of biologic adaptation which conditions a child in 
the early years to many clinical and subclinical infec- 
tious experiences. After the micro-organisms have been 
effectively resisted, the resultant immunity tends to 
persist, to be reawakened or restimulated in the course 
of later infections. This ability to tespond with an 
accelerated reactivity to later antigenic stimulations is 
referred to as the anamnestic response; elsewhere I * 
liave discussed the nature of this phenomenon ‘and its 
relationship to antibody production and resistance. 
Evidence that the antibody mechanism may remain 
quiescent for a long time is seen in the fact that, after 
infection or vaccination, specific antibodies may tend 
to persist in low concentration or even to disappear 
from the blood serum, only to reappear in greater imme- 
diate concentration after antigenic stimulation, as fol- 
lowing a so-called “booster” injection.® It is evident, 
therefore, that it is not the fact of antibody concentration 
in the blood serum at any particular moment that is 
so significant in resistance as that there has been a 
retention of the capacity of the antibody producing tis- 
sues to become reactivated and thereby enabled to resist 


bacterial agents against which they have once been 


immunized. The persistence of this ‘antibody producing 
capacity may be explained by thé supposition that a 
protein matrix exists within t}te tissues from which anti- 
bodies arise, and in “the "course of their fabrication 
the antigen unites in some way with this matrix -to 
form a common union, which may then persist, regard- 
less of the amount of antibody originally liberated into 
the circulating fluids.© The supposition is, moreover, 
that this matrix is composed of globulin from which 
is derived the antibody globulin of the immune serum. 
According to current views concerning the nature of 
antibody synthesis, it is assumed that antibody globulin 
in the blood serum is actually normal serum globulin 
which has been specifically altered during intracellular 
synthesis in the antibody producing cells because of its 
configurational relationship to antigen. In accordance 
with this view, therefore, antibody production should 
be influenced by the same conditions which determine 
globulin production; moreover, as globulin production 
is dependent on the intake of amino acids and is impaired 
by an inadequate intake of dietary proteins, antibody 
production must similarly depend on protein intake. 


The earlier hopes of some nutritionists that specific , 


food constituents might be discovered which could 
‘enhance natural resistance have not been realized; 
indeed, evidence justifying such hopes has been dis- 
* appointingly meager. . Moreover, the probability that 
some type of vitamin may be found which can elevate 
resistance has not been strengthened by the facts at 
hand. At the present time there is little reason to hope, 
iurthermore, that optimal nutrition, whatever that may 
prove to be, will be likely to activate some kind of 
bacteriostatic agent, which in turn will act prophylac- 
tically to inhibit infection. On the other hand there 
is abundant evidence that the absence of good nutrition 


ay induce a decreased resistance to bacterial infection, - 


as is seen, for example, in the development of various 


4. Cannon, P. R.: Antibody Production and the Anamnestic Reaction, 
J. Lab. & Clin, Med. 28: 127-139 (Nov.) 1942. 
,, >» Bigler, J. A., and Werner, M.: Active Immunization Against 
Tetanus and Diphtheria in Infants and Children, J. A. M. A. 116: 2355- 
2366 (May 24) 1941. 

6. Cannon, P. R.: Antibodies and the Protein Reserves, J. Immunol. 
44:107-114 (June) 1942. 
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types of infection accompanying prolonged periods of 
starvation. The important question remains, however, 
What resistive mechanisms are most deleteriously 
affected in the course of undernutrition ? 

The influence of malnutrition and undernutrition on 
susceptibility to infection is indicated especially by the 
long known tendency of undernourished persons to 
acquire severe tuberculosis, rheumatic disease and 
respiratory and enteric infections. Moreover, in mal- 
nourished persons with debilitating diseases, such as 
cirrhosis of the liver, nephritis or nephrosis, gastro- 
intestinal cancer or ulcerative colitis, there is often a 
well defined tendency to develop intercurrent infections. 
Many of these diseases also exhibit the consequences of 
starvation, as evidenced by a severe loss of weight. 

One important effect of prolonged starvation is hypo- 
proteinemia. In an earlier study of this problem‘ it 
was stated that, in a series of patients dying from vari- 
ous types of chronic disease, hypoproteinemia was one 
of the outstanding clinical findings. Among these hypo- 
proteinemic patients, moreover, the high incidence and 
severity of terminal infections was noteworthy. For 
example, in those with total serum protein values of 
approximately 5 Gm. or less per hundred cubic centi- 
meters a serious infection in most instances dominated 
the terminal days of life. The simultaneous occurrence 
of hypoproteinemia and increased susceptibility to infec- 
tion suggests the possibility of a mutual relationship. 

Much recent evidence indicates that a pronounced 
reduction in the concentration of serum proteins signifies 
a reduction also in the tissue protein reserves. Thus 
it has been shown that there is a dynamic relationship 
between the serum and tissue proteins, so that the loss 
of one or the inadequate formation of the other may 
lead to a reduced protein concentration in both the blood 
and the tissues.* Inanition, wasting disease or protein 
loss (proteinuria) may all lead in varying degrees to 
hypoproteinemia, and when depletion of the protein 
reserves falls below a certain critical level further 
processes of protein metabolism, whether evidenced as 
tissue growth or as serum protein fabrication, are 
thereby also reduced. Although the first effect of hypo- 
proteinemia is manifested as a hypoalbuminemia, it may 
later be manifested also as a hypoglobulinemia. As both 
serum albumin and serum globulin are complex proteins 
fabricated in the tissues and contributed to the blood, 
impaired production of one or both will seriously hamper 
their functional utilization, as exemplified by the devel- 
opment of nutritional edema in relation to hypoalbu- 
minuria and by the loss of resistance to bacterial 
infection in relation to hypoglobulinemia. 

Because of the more general interest in albumin syn- 
thesis and function, less attention has been given to 
the effects of undernourishment on the synthesis of 
serum globulin, although globulin synthesis is funda- 
mental to the problem of antibody formation. The 
importance of globulin metabolism has not been fully 
appreciated because of the inadequate understanding 
of the significance of serum globulin as it is usually 
evaluated in the albumin-globulin ratio. Because of the 
fact, moreover, that at times in cirrhosis of the liver 
or in nephritis or nephrosis there may be a reversal 
of the albumin-globulin ratio, some workers have con- 
cluded that hypoglobulinemia rarely occurs. This may 
be true in a general sense, but one important fact has 


7. Cannon, P. R.: Protein Metabolism and Resistance to Infection, 
J. Michigan M. Soc, 43: 323-326 {April 1944, 

8. Madden, S. C., and Whipple, G. H.: Plasma Proteins: Their Source, 
Production and Utilization, Physiol. Rev. 2@: 194-217, 1940. 

9. Cannon, R. P.: Protein Metabolism and Acquired Immunity, J. Am. 
Dietet. A. 20: 77-80 (Feb.) 1944. 
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been overlooked, viz. that from the standpoint of anti- 
body globulin and the antibody globulin reserves only 
a portion of the serum globulin, that is, the gamma 
fraction, is significant. This gamma fraction is not even 
demonstrated by ordinary chemical methods of fractiona- 
tion. Furthermore, in some conditions, as nephrosis, 
elevation of the alpha and beta fractions of globulin may 
give the false impression of an increase in total serum 
globulin, whereas the antibody containing gamma por- 
tion may actually be considerably reduced.’® 

In the process of synthesis of gamma globulin in 
human tissues the important fact should be kept in mind 
that the body must fabricate a complex serum protein 
fraction composed of several of the amino acids essential 
for man. Thus amino acid’ analysis has shown that 
human gamma globulin contains appreciable amounts 
of lysine, methionine, tryptophan, threonine and leu- 
cine."*_ Any protein which contains at least five of the 
eight amino acids considered essential for maintenance 
of nitrogen equilibrium or of the two additional amino 
acids which appear necessary for normal human func- 
tion can assuredly be synthesized only if these amino 
acids are available either in the protein reserves or 
in the dietary protein. Obviously such a synthesis can- 
not readily occur in the face of prolonged protein defi- 
ciency and resulting depletion of the tissue protein 
reserves. Under such conditions, indeed, one would 
expect definite impairment of the capacity! of the depleted 
tissues to fabricate antibody gamma globulin and thus 
to contribute antibodies in the course of a developing 
or impending infection. This has been shown experi- 
mentally to be the case.’* For example, animals (rab- 
bits and rats) subjected to prolonged protein under- 
nutrition exhibit a pronounced loss of capacity to fabri- 
cate antibodies and to resist infection. Their antibody 
producing ability can be quickly restored, however, by 
ingestion of adequate amounts of high quality protein. 

These facts suggest the need, therefore, of an abun- 
dant supply of high quality dietary proteins in all per- 
sons who have developed a severe protein deficiency in 
order to bring about repletion of their depleted tissue 
protein stores. This replenishment of the protein 
reserves becomes especially important in surgical 
patients, particularly in those who have lost much 
weight. Thus, Studley '* has shown that the incidence 
of postoperative complications (wound disruption, infec- 
tion, death) is considerably higher in patients who, 
before operation, have lost more than 20 per cent of 
their normal weight. Such patients are also frequently 
hypoproteinemic. If, after rehydration, the concentra- 
tion of total serum protein in these patients is low, 
for example, under 5 Gm. per hundred cubic centimeters 
of serum, it may be possible to restore their protein 
reserves preoperatively by blood and plasma transfu- 
sions, intravenous or oral administration of protein 
hydrolysates and/or by more intensive dietary attention 
to caloric, vitamin and protein intakes. It is recognized, 
of course, that at times this does not seem to be possible, 
as in severe liver disease or in nephrosis, but the further 


10. Abramson, H. 4 ASE, L. S., and Gorin, M. H.: Electrophoresis 
New York? Publishing Corporation; 1942. 

Brand, E.; Kassell, B., and Saidel, L. J.: Chemical, Clinical and 
Studies on Products of Human Plasma Fractionation: 
III. Amino Acid Composition of Plasma Proteins, J. Clin. Investigation 
23: 437-444 (July) 1944. 

12. Cannon, P. R.; Chase, W. E., and Wissler, R. W.: The Relation- 
ship of the Protein Reserves to Antibody Production: I. The Effects of a 
Low Protein Diet and of Plasmapheresis on the Formation of Agglutinins, 

. Immunol. 47: 133-147 (Aug.) 1943. Cannon, P. R.; Wissler, R 

Voolridge, R. L., and Benditt, E. P.: The Relationship of Protein 
Deficiency to Surgical Infection, Ann. Surg. 120: 514-525 (Oct.) 1944. 

13. Studley, H. O.: Percentage of Weight Loss: A Basic Indicator of 
Surgical Risk in Patients with Chronic Peptic Ulcer, J. A. M. A. 106: 
458-460 (feb. 8) 1936. 


loss of blood and tissue proteins may be at least reduced. 
Furthermore, even here protein repletion may occur 
in the globulin forming tissues, although the production 
of albumin is seriously impaired. 

In summary it may be said that in the past few years 
much evidence has accumulated indicating the basic 
importance of protein metabolism in relation to the 
processes of natural and acquired resistance. This 
evidence points more and more to the conclusion also 
that many important aspects of the problem of infection 
and resistance are essentially nutritional. 


Council on Physical Medicine 


The Council on Physical Medicine has authorized publication 
of the following report. Howarp A. Carter, Secretary. 


DIATHERMY AND RADIO INTERFERENCE 


The Federal Communications Commission has just completed 
a most extensive survey of the communication services of the 
radio spectrum. In a news release May 17, 1945 the commis- 
sion announced its final frequency allocations to the nongovern- 
mental radio services in the portion of the spectrum between 
25 and 30,000 megacycles with the exception of the region left 
unassigned for frequency modulation pending the outcome of 
certain tests now under way. The frequency allocations for 
scientific, industrial and medical devices including diathermy 
apparatus are as follows: - 


Dominant Frequency Band width 
Wavelength Frequency Band in per Cent, 
(Meters) (Megacycles) (Megacycles) Approximately 
21.95 13.660* 13.653 +0.05 
13.667 
10.98 27.320 27.185 +0.5 
: 27.455 
7.32 40.980 40.960 +0.05 
41.000 


* The 13.660 megacycle band was assigned previously. 


In its proposed report on Jan. 15, 1945 the commission 
recommended a 30 kilocycle channel (0.05 per cent) for the 
27 megacycle region, but in the final report on the recom- 
mendation of the manufacturers of diathermy apparatus the 
commission assigned a 270 kilocycle band, which corresponds 
to 0.5 per cent channel width approximately. The other alloca- 
tions for scientific, industrial and medical devices were leit 
unchanged. The commission requested that all equipment be 
adjusted and maintained as closely as possible to the dominant 
or middle frequency in each band. 

The high frequency energy generated by diathermy equip- 
ment has been known to interfere with radio communications. 
For this reason the commission was obliged to allocate fre- 
quencies for medical and surgical applications and for industrial 


-heating. The high frequency electrical energy generated by 
short wave and long wave diathermy is much the same elec- . 


trically as that generated by radio broadcasting apparatus. 
Although the diathermic energy is supposed to be absorbed by 
the tissues, unfortunately some of it is not and is radiated into 
space. This energy, if on the same wavelength as established 
communications, may cause interference. 

It is generally agreed among the manufacturers of diathermy 
machines that band widths of 0.5 and 0.05 per cent‘will increase 
the cost of equipment and the service expense. Apparatus made 
to operate on the narrower channel (0.05 per cent) will cost 
much more, according to the estimates of the manufacturers. 

The Council has given most careful consideration to the entire 
problem of radio interference by diathermy equipment. In view 


.of the general interest which has been displayed, the Council 


desires to discuss the matter. 

At its recent annual meeting (Feb, 12, 1945) the Council on 
Physical Medicine of the American Medical Association voted 
that in the interest of public relations it desires to support the 
stand of the Federal Communications Commission and that it 
does not care to be in opposition to the federal agency which is 
responsible for this important decision. 
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Furthermore, the Council voted that the suggestion by some 
of the manufacturers to confine diathermy to one single fre- 
quency was unwise. The Council believed that three frequency 
channels might well be allocated for diathermy, the width of 
these channels to be decided by the commission. 

The Council’s decision was based on consideration of the 
relative importance of serious communication requirements and 
those of diathermy and the fact that the cost of meeting the 
situation on the part of the profession is an insignificant part of 
the whole cost of medical care. 

The following facts entered into the Council’s deliberations : 


1. That diathermy is a useful therapeutic procedure for apply- 
ing heat to the tissues of the body. 

2. That diathermy is not the only method of applying heat 
for therapeutic purposes, though it is the most effective method 
known for administration of deep heat. 

3. That medical diathermy has interfered with radio com- 
munications. 

4. That successful operation of medical diathermy does not ® 
necessitate radiating high frequency electrical energy into space. 
In other words, the radio energy dispersed is a by-product and 
the diathermy equipment would be much more efficient electri- 
cally if this energy did not escape but was absorbed by the 
tissue. 

5. That controlled diathermy apparatus designed to operate 
on a narrower tolerance will cost more per unit than previous 
equipment. 

6. That the therapeutic efficacy of the frequency controlled 
diathermy apparatus is the same as that of prewar uncontrolled 
apparatus. 

7. That screening the diathermy equipment is one solution of 
the problem though not practical in many instances. Screening 
is expensive if the decorations (papering and plastering) of the 
treatment room are taken into consideration and, furthermore, 
the mobility of the equipment is limited. 

8. That the problem is one of sound medical services and 
questions pertaining to public relations. 

The Council studied two points of view which were raised 
by the specialists in this field: 

.l. That there are a number of physicians specializing in 


* physical medicine who are responsible for. the operation of 


physical therapeutic departments in hospitals and in private 
offices and that these physicians are mindful of budgets and 
expense of equipment. These specialists, and likewise the 
Council, are not pleased with the prospects of paying higher 
prices for diathermy. apparatus which are no better therapeuti- 
cally than uncontrolled devices. A 

2. That a larger group of physicians do not employ diathernry 
to any great extent, if at all, in their practice and are not 
greatly interested. 

For several years the medical profession has been accused by 
various radio interests of interfering with radio communication 
and of usurping too much of the radio spectrum. This is not 
good public relations. Those radio interests are of considerable 
importance, as, for example, the police, Coast Guard, Army, 
Navy, television, frequency modulation, and other services. In 
spite of the fact that some physicians might be called on in 
the future to pay a higher price per unit for diathermy appa- 
ratus, the Council chose the approach which in its opinion will 
benefit the greater number of the profession, e. g. maintaining 
cordial public relations, and decided to accede to the recom- 
mendations of the Federal Communications Commission. 

The Council has filed a request with the Federal Communi- 
cations Commission to allow at least five years for physicians 
to liquidate their investment in existing diathermy apparatus 
before being asked to screen them, dispose of them, change them 
or purchase apparatus which will be frequency controlled. 
Some diathermic equipment, especially in hospitals and office 
buildings of steel construction, may be screened. sufficiently so 
that it may cause little or no interference with radio communi- 
cations. In these few instances the commission may not insist 
on any change. The extent of interference will be determined 
by measuring devices manned and operated by the Federal 


Communications Commission. If the commission accedes to the - 


Council’s request to provide a period of several years for the 
physicians to make the change, it is unreasonable to think that 


a physician practicing physical medicine and using diathermy 
extensively will find his hospital department broken up or his 
practice ruined. 

-Surgical diathermy is not regarded as a source of serious 
interference to communications, and hence the Federal Com- 
munications Commission does not contemplate the regulation 
of this service. 

The Council believes that the commission is serving the best 
interests of the public at large and of the majority of the medi- 
cal profession in the United States. These public relations are 
not confined to this nation alone but to Canada, Mexico and 
other countries. Hence another agency, namely the Inter- 
national Radio Advisory Committee, a subcommittee of the 
Department of State, is authorized to make necessary prepara- 
tions for treaties with other nations of the world. The afore- 
mentioned allocations the commission states are subject to change 
necessitated by international agreements. 

Advances in technology often create sociological problems 
which have to be settled by compromises. This is another 
manifestation of sacrifices by a smaller group made necessary 
or advisable in the interest of tranquil and cordial relations for 
the benefit of the public at large. 

The Council on Physical Medicine believes that the Federal 
Communications Commission has studied the problem very care- 
fully and that the commission is fully informed about the ques- 
tions pertaining to medical service and public relations. The 
Council hopes that the decisions reached by the commission 
will be satisfactory to all concerned. 


Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL REMEDIES 


The following additional article has been accepted as conform- 
ing to the rules of the Council on Pharmacy and Chemistry of 
the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its actions will be sent on application. 

Austin Smita, M.D., Secretary. 


* AMIGEN.—A hydrolysate of casein prepared by digestion 
with porcine pancreas. Amigen is claimed to include all essen- 
tial amino acids and some di- and tri- peptides. 

Actions and Uses.—Clinically, amigen is effective as a means 
of creating a positive nitrogen balance and can be used as a 
source of dietary nitrogen. It is not designed to cure disease 
but to supply nourishment. It may be administered by mouth 
or injected intravenously and probably is metabolized as required 
by the tissues. 

Dosage—Amigen is available in powder form for oral use 
and in solution for parenteral use. The dosage is determined 
by the weight and physical condition of the patient, past dietary 
history and present food nitrogen intake. An adequate protein 
intake for adults is about 1 Gm. per kilogram of body weight 
per day. For practical purposes 1 Gm. of amigen may be 
regarded as approximately equivalent to 1 Gm. of protein. Nine 
Gm. of amigen is claimed to provide 33 calories. 

Parenteral administration of amigen is indicated when the 
patient cannot or should not obtain sufficient protein by mouth, 
and when the patient cannot assimilate protein. It is contra- 
indicated in the presence of severe hepatic insufficiency and in 
acidosis until the latter condition is corrected. Untoward effects 
include nausea, vomiting, hyperpyrexia, vasodilatation, abdomi- 
nal pain, twitching and convulsions, edema at the site of injec- 
tion, phlebitis and thrombosis. Injections should be discontinued 
immediately if alarming reactions occur. 

Solution of amigen should not be used if it is cloudy or if 
sediment is present. Once the bottle is opened, all the solution 
must be used during one injection and any part not used must 
be discarded. The unopened bottle should be stored in a cool 
place. 
Meap JoHNSON & COMPANY, EVANSVILLE, IND. 

Amigen Powder: 454 Gm. containers. 

Flavored Amigen: 454 Gm. containers. 


Amigen 5% in 5% Dextrose Solution: Bottles of 125 cc., 
500 cc. and 1,000 cc. Each 100 cc. contains 5 Gm. of amigen. 


Amigen 10% Solution: 125 cc. and 500 cc. bottles. Each 
100 cc. contains 10 Gm. of amigen. 
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SATURDAY, JUNE 2, 1945 


THE WAGNER-MURRAY-DINGELL 
BILL (S. 1050 OF 1945) 

On May 24 Senator Wagner introduced into the 
Senate of the United States the bill about which there 
have been so many conjectures and_ preliminary 
announcements during the last few months. The text 
contains 185 pages. The measure was referred to the 
Senate Committee on Finance, of which Senator George 
of Georgia is chairman. The measure was introduced 
into the House of Representatives by Representative 
Dingell of Michigan and is there known as H. R. 3293. 
In the House it was referred to the House Committee 
on Ways and Means, of which Representative Doughton 
of North Carolina is chairman. These are the com- 
mittees to which the previous version was referred. 

Elsewhere in this issue appears the first of a series 
of analyses of this measure, prepared by the Bureau 
of Legal Medicine and Legislation of the American 
Medical Association. The present analysis is confined 
to the section of the bill that proposes a system of com- 
pulsory sickness insurance. In subsequent issues of 
THE JOURNAL attention will be paid to some of the 
other phases of social security covered by the proposed 
act. These include grants and loans for construction of 
health facilities, grants to states for public health ser- 
vices and for maternal and child health and welfare 
services, also a comprehensive public assistance program 
and a national system of public employment offices. 

The Wagner-Murray-Dingell measure—1945 version 
—would take over the proposals of the Hill-Burton bill 
for hospital and health center construction and make 
of it a ten year program at ten times the cost. This is 
long term planning with a vengeance, in view of the 
experimental character of the proposal, at best. Instead 
of the advisory board with authority proposed by the 
Hill-Burton measure, the 1945 Wagner-Murray-Dingell 
bill would substitute a National Advisory Hospital 
Construction Council, appointed by the Surgeon Gen- 
eral and without authority, except to review applications 
and make recommendations. The new Wagner-Murray- 


Dingell bill also proposes to extend the grants for 
venereal disease and for the tuberculosis program. 
The section on public health service would change the 
present authorization of $20,000,000 a year for grants 
to the states with an authorization to appropriate a sum 
sufficient to carry out the purposes. The annual amount 
available to the Surgeon General of the Public Health 
Service for demonstrations, training of personnel and 
administrative expenses is increased from $3,000,000 to 
$5,000,000 a year. A formula is established designed 
to give more aid to the poor states and relatively less 
to the richer states. 

Another section of the 1945 version relates to federal 


* cooperation with the states in providing health and 


welfare services for mothers and children. The states 
are to develop their own plans, which are to be approved 
by the chief of the Children’s Bureau. Here also a 
formula is established for aiding the poorer states to a 
greater extent than the larger ones. 

Section 6 of the measure is devoted to the public 
assistance program, authorizing federal matching for 
money payments to the aged, dependent children, the 
blind and other needy individuals. The seventh and 
eighth sections provide for an expanded and strength- 
ened national system, of public employment: offices. 
Under this section a National Advisory Employment 
Policy Council is set up to formulate policies and to 
advise in the administration of the service. 

The section of greatest interest to the medical pro- 


fession at this time is section 9, which would establish * 


a national sickness insurance system. The proponents 
of the measure minimize its compulsory aspect in every 
way they possibly can. Nowhere is the word “com- 
pulsory” used. In both the abstract of the measure 
and in Senator Wagner’s presentation all the emphasis 
is placed on the benefits which presumably every one 
in the United States would receive from this measure ; 
Senator Wagner reaffirms that complete freedom is 
offered to every one with regard to such medical ser- 
vices as he may give or receive. Indeed, Senator 
Wagner went so far as to say that “health insurance 
is not socialized medicine; it is not state medicine.” 
With this pronouncement most people with any under- 
standing of the situation will differ. They will insist 
that compulsory sickness insurance with federal control 
is both socialized medicine and state medicine. Health 
insurance, or actually sickness insurance, is a method 
of paying medical costs in advance and of distributing 
such costs. There are differences between various 
forms of sickness insurance. Senator Wagner empha- 
sizes freedom of medical practice, which he says 1s 
carefully safeguarded because each insured person is 
entitled to choose his own doctor. But he must choose 
his own doctor from among the physicians or groups 


of physicians in the community who agree to go into the 


insurance system. Certainly the insured person cannot 
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secure the application of any of the funds that he has 
paid for the payment of a physician who is outside the 
system. The statement is made that “the participating 
doctors are likewise free to choose the method through 
which they are to be paid from the insurance fund.” 
As a rule, they must choose as a group either a fee-for- 
service plan with a fee table, a capitation fee or a 
salary. In the summary of the bill released by Senator 
Wagner the statement is made that “the Surgeon Gen- 
eral of the U. S. Public Health Service—a doctor— 
would administer the technical and professional aspects 
of the program.” This version of the Wagner-Murray- 
Dingell bill places tremendous authority in the hands 
of the Surgeon General, as was placed by previous ver- 
sions. This time there is to be a National Advisory Med- 
ical Policy Council, to be appointed from panels of names 
submitted by professional and other organizations con- 
cerned with medical services, education and hospitals 
and to include also a représentative of the public. This 
council is wholly advisory and without authority. 
Incidentally, there is nothing in previous law that says 
the Surgeon General of the U. S. Public Health Service 
must be a physician. The President can appoint the 
Surgeon General by selecting any of the members of 
the regular corps, which includes physicians, 
sanitarians, economists, doctors of public health and 
a wide variety of other personnel in the field of 
medicine. 

Among the first of the editorial comments to appear 
relative to the program for expanded social security was 
that of the New York Times, published on May 26. 
The Times says that certain questions are to be asked 
of any proposal like the Wagner-Murray-Dingell bill, 
namely “Will it provide relief where it is needed with- 
out producing it where it is not needed? Will it miti- 
gate the penalties for failure or misfortune without 
weakening the incentives to production and success? 
Will it provide aid to individuals without making them 
politically dependent and without dangerously extend- 
ing the power of the central government?’ To these 
questions the Times replies that under the bill as it 
stands it is more than doubtful whether these questions 
can be answered satisfactorily. The Times points out 
that vast new programs would be undertaken under 
the new bill, and existing programs would be tre- 
mendously liberalized. The unemployment benefits place 
a premium on not working. The old age benefits in 
some instances would pay a man more for retiring than 
for continuing at his job. The differential treatment 
would make the states competitors for especially favor- 
able formulas.’ The total costs of the bill, involving an 
8 per cent tax on the payroll, would be a direct tax 
on employment and would tend to discourage employ- 
ment at a time when it is our chief problem. More- 
over, the Times feels that the sponsors have greatly 
underestimated ‘the actual cost of their measure. 
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Physicians should obtain copies of this proposed act 
and study carefully all of its provisions, so that they may 
see for themselves the extent to which this act would 
revolutionize medical care in the United States. Senator 
Wagner points out that he has consulted this time with 
the American Federation of Labor, the Congress of 
Industrial Organizations, the Physicians Forum, the 
Committee of Physicians for the Improvement of Medi- 
cal Care and the National Lawyers Guild, among other 
organizations, in obtaining suggestions for modification 
of his previous version. He has not consulted with the 
American Medical Association or, as far as is known, 
with any of the members of its representative bodies or 
councils. The so-called Physicians Forum is a group 
of several hundred physicians, mostly inclined toward 
communism and practically all living in New York 
City. The Committee of Physicians for the Improve- 
ment of Medical Care, once known as the Committee 
of 400, now maintains a mailing list of around 1,000 
physicians and is actually controlled by an inner group 
of a few physicians who do not in any way represent 
a majority of medical opinion. Thus the bill completely 
disregards the majority opinion of the 125,000 phy- 
sicians who constitute the American Medical Associa- 
tion and who provide the major portion of medical 
practice for the people of the United States. The bill 
also disregards the 60,000 physicians now in the armed 
forces who have sacrificed as much as any other group 
in the country in the great war in which our nation 
is now engaged. This obstinacy is typical of the man- 
ner in which Senators Wagner and Murray and Repre- 
sentative Dingell have from the first endeavored to 
impose their notions regarding the care of the public 
health and of the sick on the people of the United 
States. 


THE HYALURONIC ACID-HYALURONI- 
DASE SYSTEM 

Recent work of American and English investigators 
has extended our knowledge of the hyaluronic acid- 
hyaluronidase system in several interesting directions 
of important physiologic, pathologic and therapeutic 
implications. Hyaluronic acid, previously shown to 
occur in the vitreous humor, synovial fluid, skin and 
umbilical cord of various mammals,! was found also 
in the lung* and in tumor tissue of various types.* 
Probably hyaluronic acid, free or bound, is a constituent 
of other cement substances and mucoid matter of meso- 
dermal structures in the body. Its presence may be 
related to the metachromatic properties of some of 
these substances, especially such as occur in increasing 
amounts with progressive age in the walls of large and 
smail arteries. A study of the role of increased capil- 


1. Meyer, K., and Chaffee, E.: The Mucopolysaccharides of Skin, 
J. Biol. Chem. 138: 491, 1940. 

2. Humphrey, J. H.: Antigenic Properties of Hyaluronic Acid, Bio- 
chem. J. 37: 460, 1943. 

3. Pirie, A.: A Hyaluronidase and a’ Polysaccharide from Tumors, 
Brit. J. Exper. Path. 28: 277, 1942. Meyer and Chaffee. 
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lary permeability to the hyaluronic acid content of 
capillary structures may yield interesting results. 

Recent experiments of Meyer, Hahnel and Feiner * 
have shown that solutions of this macromolecular poly- 
saccharide introduced intravenously into rabbits and 
guinea pigs accelerates the erythrocytic sedimentation, 
as do other macromolecular colloidal solutions.® Studies 
by Humphrey * on rabbits demonstrated that hyaluronic 
acid bound to horse serum albumin is not antigenic and 
therefore differs in this respect from the polysaccharides 
and mucoproteins from pneumococci and other micro- 
organisms. McClean,® on the other hand, found that 
the capsules sometimes formed by streptococci of groups 
A and C, which contain a polysaccharide, are destroyed 
by hyaluronidase from various soures, while it does 
not attack the specific capsular matter of pneumococci, 
indicating fundamental chemical differences between the 
capsules of various micro-organisms. 

Hyaluronidase, which is one of the “spreatling fac- 
tors,” has been isolated from avian and mammalian 
testicular and cancerous tissues, from filtrates and 


extracts of staphylococci, streptococci, virulent pneumo-. 


cocci and members of the gas gangrene group, from 
snake and spider venoms and from leeches. When 
injected into arthritic joints this enzyme temporarily 
lowered the viscosity of the synovial fluid without 
changing the course of the disease and without altering 
erythrocytic sedimentation.” It causes a depolymeriza- 
tion of hyaluronic acid. Capsule formation in young 
cultures of streptococci of the A and C strains never 
develops if hyaluronidase is active in such cultures.® 
Meyer and Chaffee? consider capsule formation a pro- 
tective measure against attack from the host on the 
infecting organisms, thus permitting them to proliferate 
and increase their virulence, while the production of 
hyaluronidase by streptococci facilitates their invasion 
of tissues and their distribution throughout the body. 
Meyer and Chaffee suggest that similar conditions and 
interrelations might exist in the case of the hyaluronic 
acid-hyaluronidase system of cancer. 

McClean and Rowlands,* and Fekete and Duran- 
Reynuls ® have shown that hyaluronidase in the sper- 
matic fluid plays an important role in fertilization by 
dissolving the liquor folliculi and dispersing the cells 
around the ovum, thus permitting the spermatozoa to 


4. Meyer, K. E.; Hahnel, E., and Feiner, R. F.: Experiments on 
Erythrocyte Sedimentation Rate, Proc. Soc. Exper. Biol. & Med. 58: 36, 
1945. 

5. Hueper, W. C.: Macromolecular Substances as Pathogenic Agents, 
Arch. Path. 33: 267 (Feb.) 1942. 

6. McClean, D.: The Capsulation of Streptococci and Its Relation to 
Diffusion Factor (Hyaluronidase), J. Path. & Bact. 53: 13, 1941; Action 
of Diffusion Factors on Tissue Permeability, Lancet 1: 797, 1941. 

7. Ragan, C., and DeLamater, A.: Hydrolysis of Hyaluronic Acid of 
Human Joint Fluid in Vivo, Proc: Soc. Exper. Biol. & Med. 50: 349, 
1942. 

8. McClean, D., and Rowlands, I. W.: Role of Hyaluronidase in 
Fertilization, Nature 150: 627, 1942. 

9. Fekete, Elizabeth, and Duran-Reynals, F.: Hyaluronidase in the 
Fertilization 6f Mammalian Ova, Proc. Soc. Exper. Biol. & Med. 52: 
1943. 
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reach the ovum. It may be of physiologic importance 
not only that depolymerization of hyaluronic acid is 
produced by hyaluronidase but that it proceeds slowly 
and progressively in the presence of ascorbic acid and 
oxygen, but without the development of reducing 
substances.*° 


Current Comment 


RANKIN BILL TO ESTABLISH “BUREAU 
OF MEDICINE AND SURGERY IN 
VETERANS ADMINISTRATION 


Representative Rankin, chairman of the House Com- 
mittee on World War Veterans’ Legislation, introduced 
in the House on May 25 a bill to establish a Department 
or Bureau of Medicine and Surgery in the Veterans 
Administration, H. R. 3310. Representative Rogers, 
Massachusetts, also a member of the committee, intro- 
duced a similar bill in the House on the same day, 
H. R. 3317. Immediately the Committee on World 
War Veterans’ Legislation, to which the bills were 
referred, scheduled hearings for May 29. This legis- 
lation, besides establishing a Bureau or Department 
of Medicine and Surgery in the Veterans Adminis- 
tration, proposes that commissioned officers and non- 
commissioned personnel of the department or bureau 
may be detailed for service with the medical services of 
the Army and Navy and that commissioned, appointed 
or enlisted medical personnel of the Army and Navy 
may be detailed for service with the Veterans Adminis- 
tration when such detail, in the judgment of the heads 
of the agencies concerned, or of the president, will 
promote the public interests without impairing the effi- 
ciency of the service or services involved. Nowhere is 
any consideration given to the rights of the men 
involved. It is further provided that members of the 
newly to be created Department or Bureau of Medicine 
and Surgery will be exempt from selection or draft for 
service with any other component of the armed forces 
but that any personnel needs of the bureau or depart- 
ment may be filled by assignment of selected or drafted 
persons. Under this broad authority it would be possi- 
ble for physicians to be drafted for assignment to the 
Veterans Administration. Here is more compulsion! 
Instead of attempting to attract more and better phy- 
sicians to the Veterans Administration by improving 
the quality of the service and by making positions suf- 
ficiently attractive to well qualified men, these measures 
propose—at least during wartime—to force physicians 
who enlisted voluntarily with the armed forces into 
assignments with the Veterans Administration. The 
damage that has been wrought to medicine by the 
destruction of premedical classes, by the. threat of state 
medicine and by the compulsion which has already 
forced hundreds of physicians into the Veterans Admin- 
istration is incalculable. The nation will reap this sad 
harvest for genérations to come. 


10. Hale, C. W.: Studies on Diffusing Factors, Biochem. J. 38: 362, 
1944. 
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RATS AND RAT BITES 


“Man and rat will always be pitted against each 
cther as implacable enemies,” Hans Zinsser’ said. 
Rats harbor and transmit the infectious organisms 
responsible for a number of serious diseases of man 
including bubonic plague, typhus and rat bite fever. 
They eat the same food as man, they are destructive to 
the habitations and storehouses of man, and they do 
not have any compensating beneficial effects on human 
life whatever. . They are an unmitigated pest and 
nuisance. Rats bite human beings. Elsewhere in this 
issue (page’324) appears an account of rat biting which 
will shock even those who had only vague ideas on the 
subject. Richter reports that almost 25 per cent of the 
people in a 2 square mile area of Baltimore were bitten 
by rats over a four year period! Most of the bites 
were unimportant clinically, but hospital treatment was 
sqgught by nearly 100 persons “when the bites had 
become infected or the skin had actually been torn or 
chewed away.” No doubt a much larger number were 
treated by physicians in their offices and were not even 
reported to the health department. About a tenth of 
those who received hospital treatment for their rat bites 
developed rat bite fever. From experimental obser- 
vations it is deduced that rats bite people because they 
are hungry and will continue to chew unless frightened 
away... The situation in Baltimore presumably is not 
any worse than that in most other cities; rats on farms 
have always been numerous, infesting grain bins, barns 
and houses. This menace needs to be brought force- 
fully to the attention of the appropriate civic authorities 
again and again. Continuous active steps must be taken 
to control the pest of rats with every means available. 


SURGICAL TREATMENT OF 
PARKINSONISM 


In recent articles addressed to. the public much has 
been said about a new surgical attack on paralysis 
agitans, or Parkinson’s disease; indeed, cure of 70 to 
80 per cent of patients operated on has been claimed in 
some of these statements. Recent years have seen 
much investigation into the cause and treatment of 
paralysis agitans. One method of approach has been 
surgical. At present, operations for the relief of paraly- 
sis agitans must still be regarded as experimental. 
KJemme of St. Louis? and Bucy of Chicago?’ have 
both relieved the tremor of paralysis agitans by removal 
of part of the cerebral cortex, although not the same 
part. Bucy has removed part of the motor cortex, 
and in each instance the abolition of the tremor has 
heen followed by a certain measure of paralysis of the 
extremities. Klemme reports that removal of a portion 
which he terms the “premotor cortex” has not been 
followed by paralysis, at least not in all cases. As yet 


1. Zinsser, Hans: Rats, Lice and History, Blue Ribbon Books, Inc., 
1934, 

1. Klemme, R. M.: Surgical Treatment of Dystonia, Paralysis Agitans 
and Athetosis, Arch. Neurol. & Psychiat. 44: 926 (Oct.) 1940; Surgical 
Treatment of Dystonia, A. Research Nerv. & Ment. Dis. Proc. (1940) 
21: 596, 1942. 

2. Bucy, P. C.: Cortical Extirpation in the Treatment of Involuntary 
Movements, A. Research Nerv. & Ment. Dis., Proc. (1940) 21: 551, 
1942; Neural Mechanism of Athetosis and Tremor, J. Neuropath. & 
Exper. Neurol. 1: 224 (April) 1942; The Precentral Motor Cortex, 
edited by Paul C. Bucy, Urbana, .Il., University of Illinois Press, 1944. 
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the details of Klemme’s operations in the cases studied 
have not been published. Putnam of New York * has 
relieved the tremor by dividing the pyramidal tract in 
the spinal cord. Meyers and Browder of Brooklyn * 
have relieved the tremor in some cases by removal of 
part of the basal ganglions. As yet it has not been 
possible to assess the relative value of these different 
operative procedures. None of them can, however, be 
regarded as acure. All of them benefit the patient only 
by alleviating the tremor characteristic of the dis- 
ease. The other manifestations of the disease remain 
unaftered. All the operations are followed, at least in 
some instances, by a variable degree of weakness or 
paralysis of the arm and leg and at times by other 
undesirable sequelae. Certainly the surgical treatment 
of this condition has not yet reached the stage where 
it can be routinely recommended. The method is 
worthy of consideration as an experiment in selected 
and carefully studied instances. 


. 


CRYING BABIES 


The crying of the newborn baby is a universal nega- 
tively directed reaction—a reflex act to unpleasant 
stimuli. Aldrich and his associates, who studied the 
crying of newborn infants in a maternity ward nursery, 
say that good management reduces this crying to a 
minimum. Evaluation of the pediatric and nursing 
routines in answering the needs of the newborn infants 
is a realistic approach to determining causes and means 
of reducing the amount of crying. The average baby 
cries one hundred and thirteen minutes a day in the 
nursery. This is more than should be necessary for 
the normal use of the cry as a signal of need. The 
peaks of crying during a twenty-four hour period were 
found to correspond exactly to the periods when nursing 
care was at its lowest. The calmest hour of the nursery 
day occurred at 10 a. m., when the nursery was fully 
staffed, all babies had been fed and the smaller needs 
of the infants were more completely satisfied. The 
hours of most crying were from 10 p. m. on through 
2 a. m., at which time there were only two student 
nurses in the nursery, with thirty babies to care for. 
Other peaks of crying are explained by adjusting feed- 
ing schedules in the nursery to routines of the obstetric 
ward—visiting hours and supper hours. Crying does 
not appear to be contagious from one baby to another. 
The chances are less than 0.14 per cent that more 
than half of the babies in the nursery will be crying 
simultaneously. The study indicates that pediatric and 
obstetric routines, the distribution of nurses through 
day and night in the nursery, should be adjusted to the 
community needs of the infants. Other factors, such 
as the color and lighting in the nursery, the type and 
nature of babies’ clothes and the positions of the babies, 
may be investigated as contributing to the babies’ 
comfort. 


3. Putnam, T. J.: Treatment of Unilateral Paralysis Agitans by Sec- 
tion of the Lateral Pyramidal Tract, Arch. Neurol. & Psychiat. 44: 950 
(Nov.) 1940. 

4. Meyers, Russell, and Browder, Jefferson: The Modification of 
Alternating Tremors, Rigidity and Festination by Surgery of the Basal 
Ganglia, A. Research Nerv. & Ment. Dis., Proc. (1940) 21: 602, 1942. 

1, Aldrich, C. Anderson, and others: The Crying of Newly Born 
Babies, J. Pediat. 26: 313 (April) 1945. 
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MEDICINE AND THE WAR 


ARMY 


FIRST MERCY SHIP AFTER VE DAY 
REACHES AMERICAN SHORES 


The first mercy ship to reach American shores after VE 
day arrived at Charleston, S. C., Port of Embarkation May 10 
with 707 wounded men from the European theater of opera- 
tions. The ship, newest of the Transportation Corps’ fleet 
of twenty mercy liners in the Atlantic, is the Army Hospital 
Ship Ernestine Koranda, named after Army Nurse Lieut. 
Ernestine Koranda, who was killed in a plane crash in the 
southwest Pacific during December 1943. The Army Hospital 
Ship Ernestine Koranda iormerly was known as the Dorothy 
Luckenbach, an intercoastal freighter, which was later converted 
into a 750 bed hospital ship in Brooklyn. 


SUBCOMMITTEE ON ACCELERATION 


The Subcommittee on Acceleration of the National Research 
Council’s Aviation Committee met recently at Wright Field, 
Ohio, headquarters of Air Technical Service Command to 
coordinate army, navy and civilian research on flight accelera- 
tion conditions. The subcommittee studied the effectiveness of 
antigravity devices in fighter aircraft and shock forces precipi- 
tated by parachutes. The intensive conference program included 
a demonstration of helicopter flight, a discussion of the pneu- 
matic lever unit and reports from allied Air forces represen- 
tatives. 


1386TH SERVICE COMMAND 
UNIT HONORED 


The Meritorious Service Unit Plaque was recently awarded 
to the 1386th Service Command Unit, Deshon General Hos- 
pital, Butler, Pa., “for superior performance of duty by the 
Headquarters Detachment in the performance of exceptionally 
difficult tasks, achievement and maintenance of a kigh standard 
of discipline during the period of July 1 through Nov. 30, 1944.” 


NEW COMMANDING OFFICERS IN 
ARMY HOSPITALS 


Col. Harry A. Bishop, who recently returned from the Euro- 
pean theater of operations, has been assigned to the post of 
commanding officer of Welch Convalescent Hospital, Daytona 
Beach, Fla. Col. Phillip L. Cook, formerly commanding officer 
of that hospital, has been assigned to Thomas M. England 
General Hospital, Atlantic City, N. J. 


APPOINTED CONSULTING VASCULAR 
SURGEON 


Dr. Charles Goodman, New York, was recently appointed 
consulting vascular surgeon to the U. S. Veteran’s Facilities 
in the Second Corps Area, which includes U. S. Veterans Hos- 
pital 81, New York. 


MISCELLANEOUS 


WARTIME GRADUATE MEDICAL MEETINGS 
The following subjects and speakers for Wartime Graduate 
Medical Meetings have just been announced : 


Illinois 


Gardiner General Hospital, Chicago: Peptic Ulcer, Gall- 
bladder and Liver Diseases, Drs. Andrew C. Ivy and Warren 
Cole, June 6; Thrombosis, Thrombophlebitis and Anticoagu- 
lants in Less Common Peripheral Vascular Diseases, Dr. 
Armand J. Quick, June 13; Chest Diseases and Diseases of the 
Larynx, Drs. Paul H. Holinger and William E. Adams, June 
20; Low Back Pain, Drs. Edward L. Compere and Paul B. 
Magnuson, June 27. 

Station Hospital, Fort Sheridan: Diseases of the Kidneys, 
Dr. Francis D. Murphy, June 6; Low Back Pain, Drs. Fremont 
Chandler and Harry E. Mock, June 13; Heart Disease and 
Allied Conditions, Drs. Newell C. Gilbert and George K. Fenn, 
June 20; Bone and Joint Infections, Dr. C. H. Hatcher and 
Lieut. Col. Ralph Soto-Hall, June 27. 

Vaughan General Hospital, Hines: Exfoliative Dermatitis 
Capt. W. W. Tobin and Capt. N. L. Baker, June 1; Arterial 
Vascular Disease—Traumatic Lesions, Dr. Geza de Takats, 
June 7; Presentation of Cases, Major S. B. Grimes, June 8; 
Repair of Bone in Fractures and Diseases, Drs. Edwin Ryer- 
son and Herman C. Schumm, June 13; Palindromic Rheumatism 
and Rheumatoid Arthritis, Capt. L. M. Schweiger, June 15; 
Diseases of the Kidneys—Urogenital Tract, Drs. LeRoy H. 
Sloan and Norris J. Heckel, June 20; Presentation of Allergy 
Cases, Capt. W. H. Horwitz, June 22; Blood Dyscrasias— 
Malaria—Filariasis, Dr. Raphael Isaacs and Col. Alexander 
Marble, June 27; Presentation of Cases, Capt. C. H. Ewing, 
June 29. 

Mayo General Hospital, Galesburg: Heart Disease and Allied 
Conditions, Dr. Louis N. Katz, June 6; Bone and Joint Infec- 
tions, Drs. Arthur Steindler and David Markson, June 13; 
Arterial Vascular Disease—Traumatic Lesions, Drs. Max Peet 
and Geza de Takats, June 20; Repair of Bone in Fractures and 
diseases, Dr. J. Albert Key, June 27. : 

Regional Hospital, Chanute Field: Malignancies in the Army 
Age Group— Medical X-Ray and Surgical Diagnosis and Treat- 


ment, Drs. Alexander Brunschwig and George J. Rukstinat, 
June 6; Endocrinology, Dr. Willard O. Thompson, June 13; 
Virus and Rickettsial Diseases—Medical and Neurologic Dis- 
eases and Treatment, Dr. Howard Shaughnessy, June 20; 
Psychosomatic Medicine, Drs. David Slight and Sidney A. 
Portis, June 27. eo 
Michigan 

Percy Jones General Hospital, Battle Creek: Cardiovascular 
Dynamics, Dr. Richard H. Lyons, June 4; Backache and Ver- 
tebral Lesions, Dr. Ralph Ghormley, June 11; Discussion of 
Testicular Tumors, Major H. Chapnick and staff, June 18; 
The Post-Scrub Typhus Syndrome, Capt. Mark Dale and staff, 
June 18; Cast Presentation, Capt. W. E. Peltzer and staff, 
June 18; Statistical Report of the Work of the Neurosurgical 
Section Since April 1, 1943, Lieut. Col. Frank H. Mayfield, 
June 25; Lesions of the Posterior Interosseous Branch of the 
Radial Nerve, Lieut. John H. Mayer, June 25; Repair of 
Cranial Defects with Tantalum (Analysis of Cases Done), 
Lieut. J. J. Byrne, June 25; Causalgia (Analysis of 75 Cases), 
Lieut. Jack L. Ulmer, June 25. 


Virginia 
A. A. F. Regional Hospital, Langley Field: Gastroenterology, 


Dr. Lay Martin, June 29; Traumatic Surgery of the Abdomen, 
Capt. John B. McKittrick, June 29. 


Wisconsin 


Station Hospital, Camp McCoy: High Blood Pressure, Dr. 
John B. Ludden, June 6; Laboratory Diagnosis and Its Rela- 
tionship to Medical and Surgical Treatment, Dr. Philip P.- 
Cohen, June 13; Conditions Affecting Glucose Metabolism, 
Dr. Elwood W. Mason, June 20; Brain and Spinal Cord 
Injuries, Dr. Theodore C. Erickson, June 27. 

Station Hospital, Truax Field: Diseases of the Intestinal 
Tract—Medical and Surgical Diagnosis and Care, Drs. Karver 
L. Puestow and Erwin R. Schmidt, June 6; Plexus and 
Peripheral Nerve Injuries, Dr. Theodore C. Erickson, June 
13; Dermatologic Diseases, Dr. G. A. Cooper, June 20; Burns 
and Plastic Surgery, Dr. Anthony .R. Curreri, June 27. ° 
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ORGANIZATION SECTION 


THE WAGNER-MURRAY-DINGELL BILL— 
S. 1050 OF 1945 


An Analysis by the Bureau of Legal Medicine and 
Legislation, American Medical Association, 
May 26, 1945 


IN GENERAL 


The Wagner-Murray-Dingell bill differs in many respects 
from the previous one, some of which differences will be 
italicized or otherwise referred to in this and succeeding 
analyses. For one thing, it contains ninety-five more pages. 
Briefly and in broad outline, here is what the bill contains: It 
adds a new title to the Social Security Act for grants and 
loans for hospitals and health center construction. This title 
corresponds closely with the provisions of the Hill-Burton hos- 
pital construction bill, with significant exceptions. It provides 
for grants and services to develop more effective measures for 
the prevention,e treatment and control of venereal diseases and 
tuberculosis and to extend and improve public health work. 
It proposes grants to states for maternal and child health 
services, for services for crippled children and for child welfare 
services. It would make available grants to states for public 
assistance to needy individuals, including medical care for such 
individuals. Section 9 proposes to amend title II of the Social 
Security Act to provide a national social insurance system. 
The amended title would provide for (a) prepaid personal 
health service, (b) a national system of unemployment and tem- 


Division of Contributions 


Program Employer Employee Total 
l. Retirement, survivors and extended 

disability insurance ................. 1.0% 1.0% 2.0% 
2, Medieal eare and hospitalization in- 

3. Unemployment insurance .......... 1.0% 1.0% 2.0% 
4. Temporary disability insurance.... 0.5% 0.5% 1.0% 

Total contributions.............. 4.0% 4,0% 8.0% 


porary disability insurance (including cash benefits for disability 
from sickness which causes unemployment), (c) retirement, 
survivor and extended disability benefits, (d) a national social 
insurance trust fund, (¢) credit for military service, (f) extended 
coverage to include an estimated additional 15,000,000 persons, 
(9) contributions or taxes by employers, employees and the 
self employed and (h) certain general provisions to apply to the 
operation of the title. 

Some of the foregoing parts of the bill will be dealt with in 
subsequent analyses. The present analysis will be confined to 
that section of the bill proposing a system of compulsory health 
insurance to be “made available to 135,000,000 persons,” in the 
words of Senator Wagner. In passing, it is perhaps significant 
to note that the term “compulsory” appears in no place in the 
releases made available by Senator Wagner to explain the 
contents of his bill and to construe its provisions. Rather the 
emphasis has been placed in such releases on the contention 
that the legislation will not interfere with the normal relation- 
ship between the patient and his physician and on the point of 
view that the health insurance provisions will not be mandatory 
on the medical profession. 

The national social insurance system will be financed in 
general from a trust fund established by a 4 per cent employer 
and a 4 per cent employee contribution on wages and salaries 
up to the first $3,600 a year paid or received after Dec. 31, 1945. 
The first bill placed the ceiling at $3,000 a year and the 
employer-employee contribution at 6 per cent each. The con- 
tribution to be made by the self employed will be 5 per cent 
oi the market value of services subject to the same ceiling 


limitation, The contribution by states and localities and by 
their employees will be 2.5 per cent of the first $3,600. The 
contributions that employers and employees will make to finance 
the system will be distributed as shown in the table. 


MEDICAL, HOSPITALIZATION, DENTAL, NURSING 
AND RELATED BENEFITS IN GENERAL 


Part A of the amended title II proposes a system of com- 
pulsory prepaid personal health service insurance to covered 
employees and certain specified dependents. As used in this 
part, the term “personal health service benefits” is defined to 
include general medical benefits, special medical benefits, general 
dental benefits, special dental benefits, home nursing benefits, 
laboratory benefits and hospitalization benefits. There was no 
provision in the first bill for dental or home nursing benefits. 
When the term “general medical benefit’ is used, it means 
services furnished by a legally qualified physician or by a 
group of such physicians, including all necessary services such 
as can be furnished by a physician engaged in a general or 
family practicé of medicine, at the office, home, hospital or 
elsewhere, including preventive, diagnostic and therapeutic 
treatment and care, and periodic examination. The definition 
in the earlier bill did not refer to services rendered “by a 
group of such physicians.” 

The term “special medical benefit” is defined as necessary 
services requiring special skill or experience, furnished at the 
office, home, hospital or elsewhere by a legally qualified physi- 
cian who is a specialist or consultant with respect to the class 
of service furnished, or by a group of such physicians, or by a 
group of physicians including such specialists or consultants. 

The term “general dental benefit” is defined to mean services 
furnished by a legally qualified dentist or by a group of such 
dentists, including all necessary dental services such as can 
be furnished by dentists engaged’ in the general practice of 
dentistry, with or without the aid of an assistant or hygienist 
under his direction, and including preventive, diagnostic and 
therapeutic treatment, care and advice, and periodic examina- 
tions. Similarly, the term “special dental benefit” is defined 
to mean necessary services requiring special skill or experience, 
furnished at the office, hospital or elsewhere by legally qualified 
dentists (with or without the aid of an assistant, hygienist or 
anesthetist under his direction) who is a specialist or consultant 
with respect to the class of service “furnished by a group of 
such dentists, or by a group of dentists, including such special- 
ists or consultants.” 

“Home nursing benefit” means nursing care of the sick fur- 
nished in the home by (1) a registered professional nurse or 
(2) a practical nurse who is legally qualified by a state or, in 
the absence of state standards or requirements, who is qualified 
with respect to standards established by the Surgeon General 
after consultation with the Advisory Council and with com- 
petent professional nursing agencies and who furnishes nursing 
care under the direction or supervision of the state health 
agency, the health agency of a political subdivision of a state 
or an organization supplying and supervising the services of 
registered professional nurses. 

A beneficiary entitled to laboratory benefits will receive such 
necessary laboratory or related services, supplies or commodities 
as the Surgeon General may determine, including chemical, 
bacteriologic, pathologic, diagnostic and therapeutic x-ray and 
related laboratory services, refractions and other ophthalmic 
services furnished by a legally qualified practitioner other than 
a physician, physical therapy, special appliances prescribed by 
a physician, and eyeglasses prescribed by a physician or other 
legalized practitioner. If any of the services, supplies or com- 
modities covered by this definition are provided a hospitalized 
patient, or by a physician or dentist incidental to services ren- 
dered, payment therefor will be included in payments for hos- 
pitalization or for services furnished, respectively. 

“Hospital benefit” is defined to mean an amount, as deter- 
mined by the Surgeon General after consultation with the 
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Advisory Council created by the bill (S. 1161 required the 
determination to be made “after approval by Social Security 
Board”): not less than $3 and not more than $7 ($6 in the 
first bill) for each day of hospitalization not in excess of thirty 
days in a period of hospitalization, not less than $1.50 and not 
more than $4.50 ($4 in the first bill) for each day of hospitali- 
zation in excess of thirty in a period of hospitalization, and not 
less than $1.50 and not more than $3.50 ($3 in the first bill) 
for each day of care in an institution for the care of the “chronic 
sick.” In lieu of such compensation, the Surgeon General may 
enter into contracts with participating hospitals for the payment 
of the reasonable cost of hospital service at rates for each day 
of hospitalization neither less than the minimum nor more than 
the maximum applicable rates previously mentioned. In S. 1161 
such contracts were conditioned on the approval of the Social 
Security Board. 

A new provision relating to these contracts with participating 
hospitals provides that payment may be included in a contract 
for inclusive services of a participating hospital and its staff 
or attending staff and that such payment will not affect the 
right of participating hospitals to require payments from 
patients with respect to the additional cost of more expensive 
facilities furnished for lack of ward facilities or occupied at the 
request of the patient, or with respect to services not included 
within a contract. 

A hospital may become a “participating hospital” if it is an 
institution which provides all necessary and customary hospital 
services and is found by the Surgeon General to afford profes- 
sional service, personnel and equipment adequate to promote the 
health and safety of individuals customarily hospitalized in 
such institutions. The Surgeon General may accredit a hos- 
pital for a limited variety of cases and may accredit an institution 
for the care of the “chronic sick,” taking into account, for the 
purpose of such limited accrediting, the type and size of the 
community which the institution serves, the availability of other 
hospital facilities and such other matters as the Surgeon General 
may deem relevant. 


NATIONAL ADVISORY MEDICAL POLICY COUNCIL 

The pending bill contemplates the creation of a National 
Advisory Medical Policy Council. This Council will consist of 
the Surgeon General as chairman and sixteen members appointed 
by him without regard to the Civil Service laws and subject 
to the approval of the Federal Security Administrator. The 
appointed members will be selected from panels of names 
submitted by professional and other agencies and organizations 
concerned with medical, dental and nursing services and education 
and with the operation of hospitals and laboratories and from 
among other persons, agencies or organizations informed on the 
need for or provision of medical, dental, nursing, hospital, 
laboratory or related services and benefits. A new provision 
in the bill requires the membership of the Advisory Council to 
include (1) medical and professional representatives and (2) 
public representatives, in such proportions as are likely to 
provide fair representation to the principal interested groups 
that furnish and receive personal health services, having regard 
for the functions of the Advisory Council. 

Appointed members will hold office for four years, with terms 
of office staggered, and will receive compensation at the rate of 
$25 a day for the time spent on official business with the Council 
plus actual and necessary traveling expenses. The Council 
will be required to meet not less frequently than twice a year 
and whenever at least four of the members request a meeting. 
The Advisory Council will advise the Surgeon General with 
reference to questions of general policy and administration in 
carrying out the provisions of this particular section of the bill, 
including (1) professional standards of quality to apply to 
personal health service benefits; (2) designation of specialists 
and consultants; (3) methods and arrangements to stimulate 
and encourage the attainment of high standards through the 
services of general or family practitioners, specialists and 
consultants, laboratories and other auxiliary services, and 
through the coordination of the services of physicians and dentists 
with those of educational and research institutions, hospitals 
and public health centers, and through other means; (4) 
standards to apply to participating hospitals, to the relations or 
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coordination among hospitals and to the establishment and 
maintenance of the list of participating hospitals; (5) adequate 
and suitable methods and arrangements of paying for personal 
health service benefits; (6) studies and surveys of personal 
health services and of the quality and adequacy of such services ; 
(7) policies and procedures for determinations of disability; and 
(8) grants-in-aid for professional education and_ research 
projects. Under the first bill the Advisory Council was also 
directed to advise the Surgeon General with respect to the 
establishment of special advisory, technical, local or regional 
boards, committees or commissions. Under the pending bill 
the Advisory Council is authorized to establish such groups, 
whose membership may include members of the Council or other 
persons or both, to advise on general or special questions, 
professional and _ technical subjects, questions concerning 
administration, problems affecting regions or localities, and 
related matters. 


SELECTION OF PHYSICIANS; ACCEPTANCE OF PATIENTS; PANELS 

The Surgeon General will be required to publish and other- 
wise make known in each local area to individuals entitled to 
benefits the names of medical and dental practitioners and groups 
of practitioners who agree to furnish services as benefits and to 
make such lists of names readily available to individuals entitled 
to benefits. A new provision in the pending bill provides that 
such lists must include general or family practitioners and 
qualified specialists and consultants. With respect to qualified 
specialists and consultants the lists must indicate the class or 
classes of specialist or consultant services for which each has 
been qualified. Any physician, dentist or nurse legally qualified 
by a state to furnish any services included as personal health 
service benefits will be legally qualified to furnish such benefits, 
including any group of physicians, dentists or nurses or combi- 
nations thereof whose members are similarly qualified. A 
limitation contained in the first bill conditioning the participation 
by a physician on rules and regulations prescribed by the 
Surgeon General has been eliminated. 

Likewise a beneficiary may select any practitioner appearing 
on a panel to treat him subject to the consent of the practitioner 
or the group of practitioners, as the case may be. This freedom 
of choice of practitioner is conditioned, however, on the right 
of the Surgeon General to prescribe maximum limits to the 
number of potential beneficiaries for whom a practitioner or 
group of practitioners may undertake to furnish services, and 
such limits may be nationally uniform or may be adapted to 
take account of “relevant factors.” A restriction in the old bill 
that the freedom of choice of physician must be exercised in 
accordance with such rules and regulations as the Surgeon 
General may prescribe has been eliminated. A new provision, 
however, has been added to the effect that every beneficiary and 
every group of beneficiaries will be permitted to make selection 
of a practitioner through a representative of his own choosing. 

As in the bill introduced in the Seventy-Eighth Congress, 
the services of specialists, or consultants as added by the pending 
bill, will ordinarily be available only on the advice of the general 
practitioner. This is modified in the new bill so that such 
services may be made available on the advice of a specialist 
or consultant attending the individual or “when requested by an 
individual entitled to specialist and consultant services as 
benefits and approved by a medical administrative officer 
appointed by the Surgeon General.” 

The Surgeon General will designate what shall constitute 
specialist or consultant services. He will likewise determine who 
are qualified to render such services, in accordance with general 
standards prescribed by him after consultation with the Advisory 
Council, In establishing standards and in designating specialists 
and consultants, the Surgeon General will be required to “utilize 
standards and certifications developed by competent professional 
agencies” and must “take into account the personal resources 
and needs of regions and local areas.” 


PAYMENTS FOR THE SERVICES OF PRACTITIONERS 


Payments to general medical and family practitioners or to 
general dental practitioners may be made (1) on the basis of 
fees for services rendered, according to a fee schedule, (2) on a 
per capita basis, the amount being according to the number of 
inlividuals entitled to benefits who are on the practitioner’s list, 
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(3) on a salary basis, full time or part time or (4) on a com- 
bination or modification of these bases, as the Surgeon General 
may approve. The method of payment will apparently be 
determaned in each local area as the majority of the general 
medical and family practitioners or of the general dental prac- 
titioners, respectively, may elect. A new proviso authorizes 
the Surgeon General to make payments by another method from 
the one selected in a local area to those general medical and 
family practitioners or general dental practitioners who do 
not elect the method designated by the majority. Any of the 
methods of making payments indicated in the foregoing may 
be used, as the Surgeon General may approve, in making pay- 
ment to groups of practitioners that contain designated spe- 
cialists or consultants as well as general or family practitioners. 
The Surgeon General may negotiate agreements or cooperative 
working arrangements to utilize inclusive services of hospitals 
and their staffs or attending staffs and may enter into contracts 
for such inclusive services. 

Payments to designated specialists and consultants may be 
made on the basis of salary (whole time or part time), “per 
session,” fee for service, per capita or other basis or combination, 
as the Surgeon General and the specialists and consultants may 
agree. 

Rates or amounts of payment for particular services or 
classes of services may be nationally uniform or may be adapted 
to take account of relevant regional or local conditions and other 
factors. The bill contains a new provision that payments shall 
be adequate, “especially in terms of annual income or its 
equivalent and by reference to annual income customarily 
received among physicians, dentists and nurses, having regard 
for age, specialization and type of community.” Payment will 
be commensurate with skill, experience and _ responsibility 
involved in furnishing service. In any local area where pay- 
ment for services of a general or family practitioner is only 
on a per capita basis, the Surgeon General, the bill proposes, 
shall make per capita payments on a pro rata basis among the 
practitioners and groups of practitioners of the local area on 
the panel with respect to those individuals who after due notice 
have failed to select a general or family practitioner or who, 
having made one or more successive selections, have been 
refused by the practitioner or practitioners selected. 

In each local area the provision of general medical or dental 
benefits will be a collective responsibility of all qualified gen- 
eral medical or family practitioners or of all qualified general 
dental practitioners, respectively, in the area who have under- 
taken to furnish such benefits. 


HOME NURSING BENEFITS 


The bill provides that home nursing benefits shall ordinarily 
be available only on advice of a legally qualified attending 
physician but may be made available also when requested by 
an individual entitled to the benefits and when approved by a 
medical officer designated by the Surgeon General. The method 
to be used in paying for home nursing services is not clear. 


P LIST OF PARTICIPATING HOSPITALS 

The Surgeon General is directed to publish a list of institu- 
tions which he finds to be participating hospitals in accordance 
with general standards prescribed by him after consultation with 
Any institution which is not included in 
the list, or any institution having been removed from the list, 
nay petition the Surgeon General for a hearing. The bill pro- 
vides that the Surgeon General shall exercise no supervision or 
control over a participating hospital unless it is owned or 
leased and operated by the United States. No requirement for 
participation by a-hospital may prescribe its administration, 
personnel or operation. 


LIMITATIONS ON GENERAL MEDICAL, GENERAL DENTAL, HOME 
NURSING AND LABORATORY BENEFITS 
The Surgeon General, after consultation with the Advisory 
Council and subject to the approval of the Administrator of the 
lederal Security Agency, may determine that every individual 
« .tled to general medical, general dental or home nursing 
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benefits may be required by the physician, dentist or nurse 
attending him to pay a fee with respect to the first service or 
with respect to each service in a period of sickness or course 
of treatment if he believes that such a limitation is necessary 
and desirable to prevent or reduce abuses of entitlement to the 
benefits. The maximum amount of such fee may be fixed by 
the Surgeon General after consultation with the Advisory 
Council and with the approval of the Administrator of the 
Federal Security Agency. He may also limit the application of 
such fees to home calls, to office visits or to both. 

A new provision in the bill would authorize the Surgeon 
General, after consultation with the Advisory Council and with 
the approval of the Administrator of the Federal Security 
Agency, to restrict the content of the general dental, special 
dental or home nursing benefit. On and after Jan. 1, 1947, 
however, the restricted content of the general dental or special 
dental benefit must include at least (1) examination (including 
x-rays) and diagnosis, (2) prophylaxis, (3) extraction of teeth 
which are considered by the dentist and an attending physician 
to be or likély to be injurious to the general health of the indi- 
vidual and (4) treatment of acute diseases of the teeth, their 
supporting structures and adjacent parts, including fractures of 
the teeth or jaw. He may also fix an age above which the 
restrictions on content shall apply. 

As to the home nursing benefits, restriction of content may 
limit the service to part time care on an hourly or visit basis 
or may limit the t¥pes of cases for which such benefits, shall 
be available, or the maximum amount of service per case, or 
otherwise. 

The maximum number of days in any benefit year for which 
an individual may be entitled to hospitalization will be sixty 
(thirty in the bill introduced in the Seventy-Eighth Congress). 
This maximum may be increased to not more than one hundred 
and twenty days in a calendar year if funds are adequate. 

No application for hospitalization benefits will be valid with 
respect to any day of hospitalization if filed more than ninety 
days after such day, or with respect to any day of hospitalization 
more than thirty days following the diagnosis of tuberculosis or 
psychosis, or with respect to any day in a hospital or other 
institution for mental or nervous disease or tuberculosis. 

Likewise the Surgeon General, after consultation with the 
Advisory Council and with the approval of the Federal Security 
Administrator, may limit for any calendar year or part thereof 
the cost of laboratory benefits. Such limitation may relate to 
a class of services, supplies or commodities, to maximum pay- 
ments per beneficiary in a benefit year, to a specified fraction 
of the cost or to combinations thereof. 


PROPOSED METHOD OF ADMINISTRATION 


The bill provides that the Surgeon General shall perform 
the duties imposed on him under the supervision and direc- 
tion of. the Federal Security Administrator and after consul- 
tation with the Advisory Council as to questions of general 
policy and administration. He will be authorized to take all 
necessary steps to arrange for the availability of the benefits 
provided. He will be authorized, after consultation with the 
Advisory Council as to questions of general policy and admin- 
istration and with the approval of the Administrator to negotiate 
and periodically to renegotiate agreements or cooperative work- 
ing arrangements with appropriate agencies of the United States, 
or of any state or political subdivision, and with other appro- 
priate public agencies. He may, too, make such agreements or 
arrangements with private persons or groups of persons to utilize 
their services and facilities and to pay fair reasonable and equita- 
ble compensation therefor. He may negotiate and periodically 
renegotiate agreements or cooperative working arrangements 
for the purchase or availability of supplies and commodities 
necessary for the benefits provided in the bill and to enter into 
contracts for such services, facilitiés, supplies and commodities. 

Except with respect to state or local areas for which other 
arrangements have been made, the Surgeon General will be 
directed to appoint local area committees to aid in the adminis- 
tration of the part of the bill relating to compulsory health 
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insurance. These committees will include representatives of 
persons entitled to receive services and benefits, the practitioners, 
the groups of practitioners, institutions and agencies furnish- 
ing services as benefits, and other persons informed on the 
need for, or provision of, personal health services. Such com- 
mittees, the bill provides, must be consulted at frequent intervals 
and must be kept informed by the local area officers of the 
Public Health Service with respect to arrangements for the 
availability of benefits and policies to be followed. 

The Surgeon General will be directed to give priority and 
preference to utilizing the facilities of state and local-depart- 
ments or agencies on the basis of mutual agreements with such 
departments or agencies. He may delegate to any officer or 
employee of the United States Public Health Service or of any 
federal, state or local cooperating department or agency such 
of his powers and duties, except the prescribing of rules and 
regulations, as he may consider necessary and proper. He may, 
after consultation with the Social Security Board, after consul- 
tation with the Advisory Council as to questions of general 
policy and administration, and with the approval of the Federal 
Security Administrator, prescribe and publish such rules and 
regulations and require such records and reports, not consistent 
with other provisions of the bill, as may be necessary. 

The Surgeon General will be required to make a full report 
to Congress, at the beginning of each regular session, of the 
administration of the functions devolved on him by the bill, 
and such reports must include “a record pf consultation with 
the Advisory Council, recommendations of the Advisory Council, 
and comments thereon.” 


RELATION TO WORKMEN’S COMPENSATION BENEFITS 
No individual will be entitled to any personal health service 
benefits with respect to any injury, disease or disability on 
account of which any medical, dental, home nursing, laboratory 
or hospitalization service is being received, or on application 
would be received, under a workmen’s compensation plan for 
the United States or of any state. 


BENEFITS FOR NONINSURED PERSONS 

Benefits may be extended to noninsured persons on behalf 
of whom equitable payments are made or assured by public 
agencies of the United States, the several states, or any of 
them or of their political subdivisions. The bill specifically 
extends this provision to groups of persons for whom the 
Congress makes provision under the Social Security Act and 
other acts of Congress. 


ADDITIONAL BENEFITS IN CONTEMPLATION 


The Surgeon General and the Social Security Board will be 
jointly given the duty of studying and making recommendations 
as to the most effective method of providing dental, nursing 
and other benefits not already provided for and of reporting 
their recommendations as to legislation from time to time but 
not later than two years after the enactment of this bill. The 
studies and recommendations will relate to expected costs for 
the additional benefits and a desirable division of the costs 
between (1) financial resources of the social security system or 
other public fund and (2) payments to be required of bene- 
ficiaries receiving such benefits. Specifically, the Surgeon Gen- 
eral and the Social Security Board are mandated to study and 
make recommendations as to needed services and facilities for 
the care of the “chronic sick” afflicted with physical ailments 
and for the care of individuals affected with mental or nervous 
diseases, recommendations as to legislation to be submitted 
from time to time but not later than three years after the 
enactment of this bill. 


GRANTS-IN-AID FOR MEDICAL EDUCATION, RESEARCH AND 
PREVENTION OF DISEASE AND DISABILITY 


With the exceptions noted, the provisions in the pending bill 
authorizing grants for medical education, research and preven- 
tion of disease and disability are identical with those that were 
contained in the original Wagner-Murray-Dingell bill. Under 
these provisions the Surgeon General will be authorized to 
administer grants-in-aid to nonprofit institutions and agencies 
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engaging in research or in undergraduate or postgraduate pro- 
fessional education. Such grants will be made with respect to 
each project (1) for which application has been received from 
a nonprofit institution or < zency, stating the nature ,or the 
project and giving the reasons for the need of financial assis- 
tance in carrying it out, and (2) for which the Surgeon General 
finds, with the advice of the Council and after consultation with 
other federal departments and agencies concerned with research 
or professional education that the project shows a promise of 
making valuable contributions to the education or training of 
persons useful to or needed in the furnishing of medical, dental, 
nursing hospital, laboratory, disability, rehabilitation and related 
benefits, or to human knowledge with respect to the cause, 
prevention, mitigation or method of diagnosis or treatment of 
disease and disability. 

Another new provision would make it mandatory that the 
Surgeon General and the Advisory Council give preference and 
priority, during the five year period beginning Jan. 1, 1946, to 
grants-in-aid with respect to projects to aid servicemen seeking 
postgraduate education as medical or dental practitioners or 
training for administration of personal health services, disability 
benefits, rehabilitation services and related services. 

To finance this part of the program a certain percentage of 
amounts expended for benefits from the social security trust 
fund will be set aside. The amount to be set aside, the bill 
provides, will equal 1 per cent of the total amount expended 
for benefits from the trust fund, exclusive of unemployment 
insurance benefits, 6r 2 per cent of the amount expended for 
personal health service benefits after the latter benefits have 
been payable for not less than twelve months, whichever is the 
lesser, in the last preceding fiscal year. 


EXISTING PREPAYMENT PLANS 


Senator Wagner believes that the enactment of S. 1050 will 
not necessarily result in the displacement of existing prepay- 
ment medical service and hospitalization plans. In the state- 
a ae he made to the Senate when the bill was introduced, 

€ said: 


There has been much misunderstanding about the part that voluntary 
hospitals, group service organizations, existing voluntary insurance or pre- 
payment plans and similar agencies may play in the social insurance 
system. Let me emphasize that our bill makes a place for them, so that 
they can continue their good work. All qualified hospitals, all qualified 
medical groups or organizations, will be able to participate in the program 
as organizations that will furnish services to the insured persons who 
choose them, they will receive fair payments for the services they furnish 
as insurance benefits and they will have enlarged opportunities to be service 
agencies for particular groups or for their communities. This applies to 
service organizations created by trade unions, consumer groups, employers, 
nonprofit community groups, churches, fraternal associations, groups of 
doctors or individual doctors, medical societies or many other kinds 
of sponsors or combinations of sponsors’. The bill not only provides for 
utilizing existing service organizations but it also encourages the creation 
of new ones. 

The Blue Cross hospital insurance plans will be able to continue to act 
as representatives of the participating hospitals and the community groups 
that own or manage the hospitals, and they will have large opportunities 
to be important public organizations that facilitate the administration of 
vital parts of the insurance system. The same will be true for many other 
community and public organizations. : 


Medical service groups (private clinics, salaried staffs of hospitals, 
grouf-service plans such as the Kaiser or the Ross-Loos plan) furnishing 
service under the social insurance system would be as free as they are 
today to select their own staffs and their own method of paying physicians 
and others on their staffs, irrespective of the method of payment which 
prevailed among the individually practicing physicians or dentists of the 
local area. 


The bill itself, however, does not specifically mention existing 
prepayment medical service and hospitalization plans. It does 
direct the Surgeon General, after consultation with the Advisory 
Council as to questions of general policy and administration, 
and with the approval of the Federal Security Administrator, 
to make agreements or arrangements with private agencies or 
institutions, or with private persons or groups of persons, to 
utilize their services and facilities. To what extent the impor- 
tance and effectiveness of existing plans could be preserved 
under such agreements or arrangements is a matter about whicli 
many will entertain serious doubts. 
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Council on Medical Service and 
Public Relations 


MEETING OF MAY 10 AND 11, 1945 


The meeting of the Council on Medical Service and Public 
Relations was called to order by the Chairman, Dr. John H. 
Fitzgibbon, Portland, Ore., in the Council offices, American 


Medical Association, Chicago. 


Council members present were Dr. Edward J. McCormick, 
Toledo, Ohio, Vice Chairman; Dr. H. L. Kretschmer, Chicago; 
Dr. Louis H. Bauer, Hempstead, N. Y.; Dr. A. W. Adson, 
Rochester, Minn.; Dr. James R. McVay, Kansas City, Mo.; 
Dr. James E. Paullin, Atlanta, Ga.; Dr. Thomas A. McGold- 
rick, Brooklyn; Dr. Olin West, Chicago; Mr. Thomas A. 
Hendricks, Chicago, Secretary, and Dr. Joseph S. Lawrence, 


_ Director of the Washington Office of the Council. 


Other A. M. A. and state society officials present were Dr. 
R. L. Sensenich, South Bend, Ind., Trustee, A. M. A.; Dr. 
Charles Fidler, Milwaukee, president, State Medical Society 
of Wisconsin; Dr. Morris Fishbein, Chicago, Editor of THE 
JourNnaL; Dr. Edwin P. Jordan, Chicago, Associate Editor of 
THE JourNAL; Dr. Carl M. Peterson, Chicago, Secretary, 
Council on Industrial Health; Mr. J. W. Holloway Jr., 
Chicago, Director of the Bureau of Legal Medicine and 
Legislation; Dr. Thomas G. Hull, Chicago, Director, Scientific 
Exhibits; Dr. Austin Smith, Chicago, Secretary of the Council 
on Pharmacy and Chemistry; Dr. Victor Johnson, Chicago, 
Secretary of the Council on Medical Education and Hospitals; 
Mr. John L. Bach, Director, Press Relations; Mr. T. V. 
McDavitt, Chicago, Bureau of Legal Medicine and Legislation; 
Col. Robert D. Bickel, Liaison Officer to the American Medical 
Association from the Office of the Surgeon General. 

Approval of the Minutes of the Meeting of Feb. 13 and 14, 
1945—On the motion of Dr. McVay, seconded by Dr. Bauer, 
the minutes were approved. 

Suggestion for the Formation of Indemnity Insurance Cor- 
poration—Dr. Bauer introduced Mr. Rowland George, presi- 
dent of the United Medical Service of New York, who presented 
to the members of the Council a plan for the formation of a 
stock corporation providing prepayment medical expense indem- 
nity on a nonprofit basis. This corporation, according to the 
plan, was tobe formed and operated under the insurance laws 
of the state of New York. In regard to Mr. George’s sugges- 
tion, Dr. McCormick moved that the chairman appoint the 
General Manager and two members of the Board of Trustees 
and two members from the Council to convey to Mr. George 
the reactions to his proposal. 

The motion was seconded by Dr. Adson and carried. 

The following committee was appeinted: Chairman, Dr. 
Edward J. McCormick; members, Drs. West, Bauer, Sensenich 
and Adson. 


Fhe following letter was prepared and sent to Mr. George: 


Dear Mr. George: 


The Council on Medical Service and Public Relations of the American 
Medical Association appreciates your coming to Chicago to discuss the 
proposed plan of establishing a national indemnity corporation and placing 
the matter before it. ° 

The Council is desirous of doing all in its power to carry out the 
mandates of the House of Delegates of the A. M. A. to stimulate the 
development of medical society plans and extend the area of coverage 
so that the whole United States may be covered by suth plans. 

The Council has considered the statements made by you yesterday, the 
memorandum on the formation of a national surgical corporation to 
cooperate with the Blue Cross and medical plans which you left with 
the Council and also a letter from Mr. William C. Breed Jr. addressed 
to Dr. Bauer. 

It would appear to the Council that your plan is not yet wholly definite 
as to the following points: 


_ 1. You do not yet have a license to operate either in New York or 
in any other state. 

2. You are not yet certain that you will be allowed to use the funds 
of the Associated, ——— Service and the United Medical Service. 

3. It is not yet definite as to the makeup of the board of directors, 
although at present the idea is to have them aJl from New York. 

4. The holding corporation, while it is to be composed of at least 
51 per cent from the medical profession, at present is to be drawn 
entirely from the United Medical Service of New York or those they 
may select. It was stated, however, that this might be changed, but 
how changed has not yet been determined. 

5. It was stated that there would be no competition with existing 
medical society plans and that, as soon as such plans were available, or 
if they were already available, the national organization would then 
withdraw from that local field. However, there is no definite statement 
in either written memorandum that such would be the case. 
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For these reasons we believe you will understand that the Council 
canngt approve what is not yet in effect and the details of which have 
not yet been wholly worked out. ° 

The House of Delegates of the A. M. A. has set up certain minimum 
standards on both indemnity and service plans and it is the opinion of 
the Council that any company operating in the field of medical care 
insurance would have to set, up the following minimum specifications in 
order to meet with the approval and cooperation of the medical profession; 


1. Any plan developed must deliver medical control of all medical 
policies and medical service into the hands of the medical profession. 

2: The final approval of the selection of any medical control board 
set up under 1 should in the last analysis be by a responsible group 
of the organized medical profession. 

3. The plan must not interfere with the development of either cash 
indemnity or service plans developed by local medical societies. 

4. The practice of hospitals selling medical service is not approved 
and the special services of anesthesiology, pathology, radiology, physica 
therapy in any other medical service should be covered in the medical 
contract and not in the hospital contract. 


The House of Delegates of the A. M. A. has egoveres both cash 
indemnity and service plans with the proviso that these plans are so 
constituted that (1) they give good medical care, (2) they are approved 
by the local medical societies involved (although not necessarily actually 
developed by the medical society), (3) the part played by the A. M. A. is 
restricted to the adoption of broad general principles and to acting as a 
clearing house and, (4) since conditions vary in different localities, plans 
should be largely local in character so far as details are concerned, and 
national only so far as broad general principles are concerned. : 

In the development of any cash indemnity national plan, therefore, it 
would appear that the four items listed in the second preceding paragraph 
are those that are most pertinent. } 

Again, permit us to thank you for your courtesy and cooperation. 


Sincerely yours, 
Joun H. Firzcisson, M.D. 
Chairman, Council on Medical Service and Public Relations. 


Dr. McCormick moved the adoption of the report. 

Request for Consulting Committee by Insurance Companies.— 
Dr. Harry E. Ungerleider and Mr. Wendell Milliman of the 
Equitable Life Insurance Company, representing a group of 
large insurance companies, requested that a consulting com- 
mittee be appointed by the Council to rate various surgical 
procedures on a unit system for the purpose of insurance reim- 
bursement. Dr. Bauer moved that the Council appoint a con- 
sulting committee, including the various surgical specialties, to 
consider the feasibility of the assessment of the various surgical 
procedures on a unit system for purposes of insurance reim- 
bursement. The motion was carried. 

Dr. Jordan said that the American Medical Association had 
published a Standard Nomenclature of Operations which would 
be useful to the committee. Dr. Hull suggested that each mem- 
ber of the committee be supplied with a copy of the book on 
nomenclature. 

Suggestions for Medical Care-—Dr. Lawrence presented sug- 
gestions in regard to the medical care problem which were 
considered by the Council but not approved. > 

Legislation—Dr. Lawrence, Mr. Holloway and Dr. Victor 
Johnson discussed pending national legislation. . 

Supply of Medical Students—Dr. Johnson will make a state- 
ment in regard to the situation for a Council News Letter. 

Commercial Health Insurance Meeting—It was decided that 
there should be a joint meeting of the members of the Council 
on Medical Service and Public Relations and the Council on 
Industrial Health, or possibly the ¢xecutive committee of both 
Councils, depending on the agenda planned by Dr. Peterson and 
Mr. Hendricks. If insurance men are invited, the full Councils 
should meet. 

Employment of Insurance Study Director —Dr. McCormick 
moved that the Council should recommend to the Board of 
Trustees the selection of the best available talent to institute an 
insurance study bureau in the American Medical Association 
headquarters under the direction of this Council, and that the 
study be under way prior to the meeting of the House of 
Delegates. 

Dr. McGoldrick suggested the following modification: “The 
Council requests and urges the Board of Trustees to lend every 
assistance to Dr. West and this Council for the speedy selection 
of a qualified director of insurance.” 

The motion as amended was carried. 

Insurance Company Programs.—The Liberty Mutual Com- 
pany program was presented by Dr. Peterson. 

Comment on prospectus of G. H. Poulsen & Co., through 
the underwriting facilities of the Metropolitan Casualty Insur- 
ance Company of New York, was made by Dr. McCormick. 
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An indemnity plan underwritten by a nationally recognized 
insurance carrier is being prepared by Don Hawkins, insufance 
executive. 

In each case enough copies of these proposed plans were to 
be obtained for each member of the Council. 

Listing and Fellowships for Men in Service —It was moved 
by Dr. McCormick and seconded by Dr. Adson and carried 
“that the Council recommend to the Board of Trustees and 
officers of the American Medical Association that all members 
in the military service who have been Fellows of the American 
Medical Association be carried in the directory as Fellows 
whether they take THe JouRNAL or not until the cessation, and 
men entering service if they are Fellows be listed as Fellows 
in the directory until the end of the war, or until six months 
thereafter, or the termination of their service.” 

The motion was amended by Dr. McCormick to read that 
“they retain their membership.” 

Committee on Chronic Diseases —Dr. McCormick moved that 
“this Council recommend the appointment of a committee on 
chronic diseases.” The motion was carried after amendment to 
read that “the Council recommend that the Board of Trustees 
appoint such a committee.” 

Preparation of Annual Report—Dr. McCormick moved that 
the annual report of the Council be sent to state associations 
for publication in their journals and to THe A. M. A. JourNAL 
if a meeting of the House of Delegates is not held. The motion 
was carried. 

Interim Body with Power to Act—Dr. Adson moved that 
a committee be appointed which will consist of the executive 
Committees of the Board of Trustees and the Council which 
is to implement the activities of the House of Delegates during 
the interim between their meetings on subjects of public 
policy. The motion was carried. 

American Cancer Society Clinics—Mr. Louis Neff, director, 
American Cancer Society, discussed the program of the estab- 
lishment of clinics by the society. 

Dr. McCormick made the following motion after discussion: 
“The work of the American Cancer Society be supported by 
this Council with the understanding that all work done in 
the various counties be done under the supervision of the 
county medical society and that a committee be appointed by 
the chairman of this Council to act as an advisory committee 
of the Council cooperating with the American Cancer Society 
until such time as the committee on chronic diseases is 
appointed, when it might seem feasible for this committee to 
take over the work.” The motion was seconded by Dr. 
McGoldrick. 

The committee appointed by the chairman has the following 
membership: Chairman, Dr. McGoldrick; members, Drs. 
Bauer and McCormick. 

Suggestion for State Society Information Service —Sug- 
gestion that an iniormation service to coordinate the work of 
the state medical society and the state health department in 
anticipation of the Hill-Burton bill set up under the direction 
of the American Medical Association in each state medical 
society was presented to the Council by Miss Virginia 
Shuler of the Bureau of Information. 

Dr. Paullin suggested “I think it would be fine if this 
Council endorse the plans as set forth here by Miss Shuler 
and that such plans be transmitted to the Committee on Post- 
war Medical Service.” It was decided to follow this sug- 
gestion. 

Material for Journal A. M. A—Mr. Hendricks stressed the 
desire of the Council to obtain information from Council 
members as to public appearances, speeches given and so on 
for use in the News Letter and also publication in THe 
JouRNAL. 

News Letter—It was agreed that the names of those doctors 
who desire the News Letter be added to the mailing list. 
Also that once or twice a year a questionnaire be included in 
the issues to find whether or not doctors want to continue 
receiving the News Letter. 

The Council approved having reprints made of the following, 
and distributed through the News Letter: 


. “Do Not Socialize Your Medical Care,” by Dr. John H. Fitzgibbon, 
from April 1945 issue of The Republican. 


2. “Should we have Government Health Insurance?’’ a debate between 
Hon. Andrew J. Biemiller and Dr. Louis H. Bauer. 

3. Copy of “Status of the English Doctor,” copied from the Jackson 
County ey Society Bulletin and brought,.to the attention of the 
Council by . Lawrence. 


Conference of Seventeen Presidents—Dr. McCormick 
reported on the conference of seventeen presidents held at 
Detroit, April 27-28, under the auspices of the Michigan State 
Medical Society. He reported that this conference passed the 
following resolution: 


It Resolved, 

That this group expresses its continued loyalty to the American 
Medical Association ; 

That it is the duty of the various state medical societies to advise 
Pe. “American Medical Association, through its Council on Medical Service 
and Public Relations, of their wishes in regard to national health 
legislation ; 

3. That the presidents of the several states and District of Columbia 
medical societies, or their representatives, act as a permanent committee 
immediately to set up Drafting Panels in a state for this purpose; 

4, That states not represented here today be invited and encouraged 
to join in this work; 


5. That the president of the Michigan State Medical Society be desig- - 


nated as temporary chairman of this committee to facilitate its activities. 


Suggestions for Council Work.—Copies of the letters from 
Charles Crownhart, executive secretary of the State Medical 
Society of Wisconsin, and John Farrell, executive secretary of 
the Rhode Island Medical Society, in regard to suggestions, 
sent to members of the Council. 


Letter of Appreciation to Dr. W. S. Leathers—The Secre- 


‘tary of the Council was instructed to write Dr. Leathers 


expressing regret because of his resignation. 

Regional Meeting in West——There should be an announce- 
ment from the Council that it is planning a meeting in the 
West and will hold it as soon as possible, when travel con- 
ditions improve. 

Executive Meeting of the Council—An executive committee 
meeting will be held before a full Council meeting is held. 

Public Relations Organization Plan—The suggestion that an 
organization chart be prepared for the next meeting of the 
Council indicating its relationship and functions was given 
approval by the Council. The Council recommended that the 
Secretary study the public relations plans of large organiza- 
tions. 

Very respectfully submitted, 


Joun H. Firzctsson, M.D., Chairman. 
Tuomas A. Henpricks, Secretary. 


Official Notes 


DOCTORS LOOK AHEAD 


Broadcast on the network of the National Broadcasting Com- 
pany will include the following programs in the next four 
weeks : 


June 9. They Shall Hear Again: A program devoted to the needs 
of the hard of hearing and indicating new opportunities for them 
through the use of hearing aids, lip reading, medical treatment and 
occasionally surgery.. Guest speaker Howard A. Carter, B.S. in M.E., 
Secretary of the American Medical Association Council on Physical 
Medicine. 

June 16. Home Was Never Like This: A program devoted to the 
possibilities of the American health resort or spa in the treatment of 
disease. Guest speaker Dr. Walter S. McClellan, Chairman of the 
American Medical Association Committee on Health Resorts, speaking 
from New York. 

June 23. Postwar Doctor: Problems in medical education and their 
influence on the public health. Guest speaker Dr. Victor . Johnson, 
Secretary of the American Medical Association Council on Medical 
Education and Hospitals. 

June 30. Health in Schools: A program devoted to health education 
and related topics in our schools, in which doctors look ahead to greater 
progress in the next decade. Speaker Dr. Charles C. Wilson, Teachers 
College, Columbia University, speaking from New York. 


Doctors Look Ahead is heard on one hundred and twenty- 
three stations of the National Broadcasting Company network 
each Saturday at 4:30 p. m. Eastern War Time (3: 30 p. m. 
Central War Time, 2: 30 p. m. Mountain War Time and 1: 30 
p. m. Pacific War Time). 

Owing to conflicts in schedule, Doctors Look Ahead, which 
was not heard.in Chicago on May 26, will continue to be heard 
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in Chicago at 3 p. m. Central War Time, but each program 
as scheduled on the preceding page will be heard in Chicago one 
week later. Doctors Look Ahead will close with the program 
of June 30; this will be heard in Chicago on July 7. 


BUREAU OF PUBLIC RELATIONS 
CHANGES STAFF 


Mr. Lawrence C. Salter, associate in public relations in the 
Bureau of Public Relations of the American Medical Asso- 
ciation, has resigned, effective June 1. Mr. Salter is establish- 
ing a private agency in the field of public relations, particularly 
as related to medicine and science. Mr. Salter is succeeded by 


Mr. John L. Bach, who from June 1 will be responsible largely . 


for the preparation of the American Medical Association News 
and for the publicity releases made by the headquarters office 
of the American Medical Association. 


Washington Letter 


(From a Special Correspondent) 
May 28, 1945. 


Surgeon General for Veterans Administration Proposed 


Creation of the office of Surgeon General for the Veterans 
Administration, establishing a setup comparable to the medical 
corps of the Army and Navy, is proposed in a bill introduced 
by Representative Rankin, Democrat of Mississippi, after he 
and Veterans Administrator Frank T. Hines had conferred 
with President Truman. Rankin said the President had 
approved the bill “in principle.” To give the administrator 
free reign in selecting personnel, the measure would take 
veterans’ hospital medical personnel out of Civil Service. 
It would also call for a wartime draft of nurse and other 
medical personnel for the agency to help get “the best 
available” medical care for veterans. 

Latest development in the probe of charges against the 
agency of inefficiency in the operation of veterans’ hospitals is 
a move in Congress to have the inquiry taken away from Repre- 
sentative Rankin and his Veterans Committee. It is proposed 
that Representative Philbin, who has criticized Rankin’s con- 
duct of the hearing, head a new investigation. Meantime the 
Veterans Administration has endeavored to counteract charges 
against what Brigadier General Hines calls an effort to “destroy 
confidence” in the agency by launching a publicity campaign 
through its field offices. 


Hearings on Physically Handicapped Continue 


Wendell Burge, assistant United States attorney general, 
supplemented his charges of monopoly in the production, dis- 
tribution and sale of certain drugs and appliances when he 
continued testimony before the subcommittee on aid to the 
physically handicapped. Hearings continued later in the week 
on the causes, prevention and treatment of epilepsy and general 
problems of the epileptic. Among witnesses were Dr. William 
G. Lennox, Harvard Medical School, Boston; Dr. A. L. Van 
Horn, director of health service, Children’s Bureau, U. S. 
Department of Labor; Frank D. Ashburn, headmaster, Brooks 
School, North Andover, Mass.; Wilfred B. Johnston, safety 
engineering instructor, Northeastern University, Boston; Ralph 
J. Crosby, insurance executive, Marsh and McLennan, New 
York City; Dr. Jerry Price, Tiffin State Institute, Tiffin, Ohio, 
and Mrs. Brooks Potter, president, American Epilepsy League, 
Inc., Boston. 


Veterinarians Accused of Fostering Rabies Scares 


Dr. Millicent Morden, Brooklyn physician, told a House Dis- 
trict subcommittee considering compulsory antirabies vaccina- 
tions that many veterinarians deliberately agitate rabies scares 
to sell serums and charge vaccination fees. Other opposing 
witnesses said that vaccination spreads rabies instead of pre- 
venting it, and James P. Briggs, president of the Humane 
Educational Society, said no vaccine yet developed justified 
compulsory use on dogs. Despite these adverse witnesses, 
District and Federal health department officials backed up the 
District commissioners in their demands for authority tq order 
vaccinations of dogs during rabies scares. A supporting wit- 
ness, Dr. William D. Claudy, member of the National Capital 
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Kennel Club, said he had served on a committee to investigate 
the rabies situation here and quoted American Medical Associa- 
tion reports to back his conclusion that vaccination is “not 100 
per cent perfect” but does increase resistance of dogs to rabies 
infections. Favoring the measure were Dr. Ruhland; Dr. H. C. 
Schoening, chief of the pathologic division, Bureau of Animal 
Husbandry; Dr. James G. Cummings, director of communicable 
disease bureau, District Health Department; Dr. Reed R. Ash- 
worth, and Dr. Claudy. Opposing the measure were Mrs. H. D. 
Albin, secretary, Animal Protective Association, and others. 


Another Hearing on Capital Hospital Center Planned 


Another hearing is to be held on the proposed 1,500 bed hos- 
pital center for the District, says Representative Murphy, 
Democrat of Pennsylvania, chairman of the Fiscal Affairs 
Subcommittee of the House District Committee. At the 
hearing last week conflicting testimony was given on Wash- 
ington’s need for the proposed center.* Henry J. Sullivan, 
division engineer of the Federal Works Agency, told the 
subcommittee he believed the Capital should meet its need for 
hospital facilities by replacing existing obsolete institutions 
rather than through creation of the new medical center. He 
submitted survey figures to show that the District now has four 
hospital beds per thousand of population, and he declared that 
when new hospitals for Georgetown and George Washington 
universities are completed there will be 5 beds per thousand 
persons. He said that authorities agreed the latter figure should 
be the standard. Wherever the center might be erected, he 
warned that “in ten or fifteen years you might wish you 
hadn't.” Health Officer George Ruhland, however, supported 
the center, declaring that recent population growth of the 
metropolitan area more than justified the 1,500 bed center. 


‘His figures submitted at the hearings on the Tydings-Bilbo 


measure estimated the population of the District at* 950,000, 
with about 1,268,000 concentrated within the metropolitan area. 
He estimated hospital beds here at 3.7 per thousand of popula- 
tion and declared that the District requires an additional 1,468 
beds to assure medical treatment for all needing it. Charles D. 
Drayton, .president of Children’s Hospital and cliairman of the 
Hospital President's Association, urged House approval. Repre- 
sentative Bates, Republican of Massachusetts, said he had an 
“open mind” on the question, but he pointed out that the bill 
involves a new policy for Congress in providing funds’ for an 
enterprise which after establishment would be conducted by 
private interests. 
Capital Notes 

Two temporary buildings at St. Elizabeths Hospital, described 
as “firetraps” and a grave menace to 300 aged or insane inmates, 
will be replaced by a modern 500 bed structure under a bill 
approved by the House, which provides over $2,500,000 building 
funds for the hospital in a Labor Department and Federal 
Security Agency appropriation. 


Present easing of War Production Board controls will not 
greatly improve meeting drug and pharmaceutical industry 
requirements for materials and supplies currently on short 
supply, says John T. Batson, chief of the Drugs and Cosmetics 
Branch of the Chemicals Bureau, WPB. 


Medical supplies for army installations in Florida, Georgia, 
South Carolina, North Carolina and Virginia, formerly handled 
at Savannah Medical Depot, will be taken over by the Atlanta 
Army Service Forces depot, the War Department states. 


The Red Cross reports that a million dollars’ worth of food 
and medical supplies for American prisoners of war held by 
the Japanese have been shipped from a West Coast port to the 
Russian far eastern port of Vladivostok. 


District of Columbia coffers will be swelled by an estimated 
$500,000 through a drive to collect hospital fees from financially 
solvent “indigent” patients in St. Elizabeths and other local 
institutions. 


A-Negro woman who carried typhoid germs which caused 
death of another Negro has been warned to stay away from 
food handling on the threat that if she is caught at such work 
a third time she will be arrested. , moe 
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Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


CALIFORNIA 


State Medical Election and Meeting.—Dr. Philip K. 
Gilman, San Francisco, was inducted into the presidency of 
the California Medical Association during its seventy-fourth 
annual session in Los Angeles May 6. Dr. Samuel J. McClen- 
don, San Diego, was named president-elect. Delegates to the 
American Medical Association include Dr. Robertson Ward, 
San Francisco, Dr. McClendon, Dr. Lowell S. Goin, Los 
Angeles and Dr. Dwight H. Murray, Napa. The house of 
delegates adopted tWo amendments to the constitution, the 
first of which made a slight change in the personnel of the 
state council by abolishing the ofice of past president, and 
the second of which removed certain technical difficulties affect- 
ing the obtaining of retired membership. A _ resolution was 
adopted providing for the establishment of an advisory plan- 
ning committee to be composed of lay employees of various 
medical bodies including the executive secretaries of the Los 
Angeles County Medical Association, the Alameda County 
Medical Association, the Public Health League of California 
and the California Medical Association, the associate counsel 
of the state medical association, the lay representative of the 
council and such other lay employees as the council of the 
state association may designate. As constituted at presertt, 
the members of the committee will consist of Stanley K. 
Cochems, Rollen Waterson, John Hunton, Howard Hassard, 
W. Glenn Ebersole and Ben H. Read. The committee was 
instructed to study the economic and health factors involved 
in medical and hospital care problems as at present under 
consideration or as may hereafter be brought to the com- 
mittee, to act in other matters as the council of the California 
Medical Association may from time to time direct and to make 
reports to the council of the California Medical Association 
in respect to all of these matters, outlining actions to be taken 
with reasons therefor. The meeting was held under the presi- 
dency of Dr. Goin. The scientific session, which was prepared 
under the auspices of the Los Angeles County Medical Asso- 
ciation, included panel discussions on diseases of the ‘liver and 
on vascular diseases and symposiums on wartime medicine 
and psychogenic factors in obstetrics and gynecology. Among 
the speakers were: 

Dr. Harry L. Arnold Jr., Honolulu, The Diagnosis of Early Lepro- 

matous and Neural Leprosy. 

Lieut. Col. Ralph Soto-Hall, M. C., and Lieut. Col. Morris Thomas 
Horwitz, M. C., An Evaluation of Methods of Treatment of Com- 
pound Fractures in the Shaft of the Femur. 

Capt. Thomas B. Magath (MC), Modernization of Quarantine Regula- 
tions for the Prevention of the Transmission of Tropical Diseases to 


the United States. 
The symposium on wartime medicine included the following 
speakers : 
Comdr. Richard B. Schutz (MC), Filariasis. 


Capt. Louis E. Mueller (MC), Aviation Medicine. _ 
Lieut. Comdr. Milton B. Filberbaum (MC), Cardiac Murmurs and 


Pain. 
Comdr. Walter Rapaport (MC), War Neuroses. 


CONNECTICUT 


Dr. Peter Goes to Washington.—Dr. William W. Peter, 
New Haven, has resigned as associate professor of public 
health and chief of sanitary inspection in the department of 
health, Yale University School of Medicine, to hecome director 
of the training division of the Institute of Inter-American 
Affairs, Washington, D. C., according to the New York Times. 


ILLINOIS 


Graduate Conferences.—The Illinois State Medical Society 
will sponsor a postgraduate conference at the Emmerson Hotel, 
Mount Vernon, June 7, with Dr. Andy Hall, Mount Vernon, 
presiding, who will speak on “Reminiscences of Fifty-Four 
Years in the Practice of Medicine.” Among speakers will be: 


Lieut. Col. Earl R. Denny, M. C., Penicillin. 

Dr. Willard C. Scrivner, East St. Louis, Sterility. 

Dr. Edward W. Cannady, East St. Louis, Recent Advances in Treat- 
ment of Essential Hypertension. 

Dr. Frank F. Maple, Chicago, Treatment of Abortion. 

Dr. G. Henry Mundt, Chicago, Management of Sinus Disease. 

Dr. Edward L. Compere, Chicago, Treatment of .Compound Fractures. 

Dr. William O. Thompson, Chicago, Recent Advances in Endocrinology. 

Dr. H. William Elghammer, Chicago, Rheumatic Fever in Children. 

Dr. Edwin S. Hamilton, Kankakee, Future of Medicine. 
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A similar conference with the staff of the Mayo General 
Hospital, Galesburg, cooperating was held for western Illinois 
in Galesburg, May 17. The speakers included: 

Capt. Leo A. Kaplan, M. C., Psychiatric Factors Delaying Recovery. 

Capt. David I. Abrahamson, M. C., Thrombophlebitis. 

Major Harris B. Shumacker Jr., M. C., Traumatic Aneurysms. 

Lieut. Col. Philip Lewin, M. C., Fractures of the Upper Shaft of Femur. 

Capt. Charles M. Schroeder, M. C., and Capt. Norman T. 
Welford, M. C., Mayo General Hospital, conducted discussions 
on the “Use of Penicillin” and Major Richard E. Kinzer, 
M. C., and Capt. Irving Joshua Speigel, M. C., a symposium 
on “Ruptured Intervertebral Disks.” 


Chicago 

Committee dn Tuberculous Veterans.—A committee on 
tuberculous veterans of the Tuberculosis Institute of Chicago 
and Cook County will hold its first annual meeting June 29 
at the central Y. M. C. A. auditorium, 19 South La Salle 
Street. Dr. William F. Petersen will discuss “Practical Prob- 
lems in Tuberculosis.” , 

Personal.—Dr. Norman C. Parfit on his return to Oxford, 
England, after spending some years as associate professor of 
public health in the West China Union University School of 
Medicine, Chengtu, China, visited the headquarters of the 
American Medical Association, May 17. Dr. Parfit’s wife, 
Edith Jesse, is also a physician. 

Ear, Nose and Throat Refresher Course.—The Univer- 
sity of Illinois College of Medicine will hold its sixth semi- 
annual refresher course in laryngology, rhinology and otology, 
September 24-29. Additional information may be obtained 
from Dr. Abraham R. Hollender, chairman, refresher course 
committee, department of otolaryngology, University of Illinois 
College of Medicine, 1853 West Polk Street, Chicago 12. 


Beauty Products Company Ordered to Halt False 
Advertising.—The Federal Trade Commission on May 21 
ordered the American Beauty Products Company to halt false 
advertising about the cure-all properties of certain vitamin 
preparations it sells in interstate commerce, according to the 
Chicago Sun. The company also was told to stop represent- 
ing that any article is “free” when the recipient is required 
as a condition “to obtain the same to purchase some other 
article or render some service.” 

Course in Electroencephalography.—A two weeks course 
in electroencephalography is offered by the department of 
psychiatry of the University of Illinois College of Medicine 
under the supervision of Dr. and Mrs. Frederic A. Gibbs. 
It is intended primarily for medical officers in the armed 
forces, but applications will be accepted from others who have 
qualifications for undertaking such work. The course will 
begin June 11. Persons interested may address Dr. Gibbs 
at the University of Illinois, 912 South Wood Street, Chi- 
cago 12. 

Alumni Dinner.—The Medical Division of Northwestern 
University Alumni Association will entertain the members of 
the graduating class, and facylty, at dinner to be given at the 
Furniture Club of America, 666 Lake Shore Drive, Chicago, 
June 11, at 6:30 o'clock. Guests of honor will include Frank- 
lyn B. Snyder, LL.D., president of the college; Fred D. Fagg 
Jr., LL.D., dean of the faculties; Dr. George H. Gardner, 
assistant dean of the medical school; Comdr. Walter G. Red- 
dick (MC); Lieut. Col. Harold C. Lueth, M. C., and the mem- 
bers of the class of 1895. Commander Reddick will speak on 
“The Young Medical Officer in the Navy” and Colonel Lueth, 
“The Young Medical Officer Looks to the Future.” <A special 
invitation is extended to all Northwestern Medical Alumni. 
Because of existing food conditions, reservations for this dinner 
must be made at the Medical Alumni Office, Room 796, 303 East 
Chicago Avenue, Chicago, by June 8. 


INDIANA 


Dr. Judd Gives Commencement Address.—Dr. Walter 
H. Judd, congressman from the Fifth Minnesota District, gave 
the commencement address of Franklin College, Franklin, 
May 6, on “Building Tomorrow’s World.” <A feature of the 
commencement was the presentation of the honorary degrec 
of doctor of laws to Dr. Judd and that of doctor of science 
to Dr. Herbert F. Thurston, Indianapolis. 

Membership of State Board of Health.—The member- 
ship of the Indiana State Board of Health now includes nine 
persons in accordance with a recently enacted bill. Members 
designated by Governor Ralph E. Gates are Dr. James L. 
Wyatt; Fort Wayne; Dr. Jacob T. Oliphant, Farmersburg, 
Dr. David R. Johns, East Chicago, and Howard Johnson, 
orchardist and businessman, Mooresville, who will serve four 
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year terms; Glenn L. Jenkins, Ph.D., dean of the School of 
Pharmacy, Purdue University, Lafayette, and R. E. Julian, 
veterinarian and serum producer, three year terms; Miss Mary 
Heckard, superintendent of nurses, James Whitcomb Riley 
Hospital for Children, Indianapolis, and W. B. Currie, Indian- 
apolis, dentist, two year terms, and Don E. Bloodgood, 
head of the department of civil engineering, Purdue Univer- 
sity, one year. On May 11 Dr. Johns was elected chairman 
of the board. Dr. Leroy E. Burney, regional director for the 
U. S. Public Health Service, New Orleans, was named state 
health commissioner and secretary of the board. Dr. Thurman 
B. Rice, Indianapolis, was reelected acting secretary and com- 
missioner until July 1, when Dr. Burney will take over the 


office. 
LOUISIANA 


University News.—Dr. Peyton Rous, member, Rockefeller 
Institute for Medical Research, New York, addressed the 
students and faculty of the Louisiana State University School 
of Medicine, New Orleans, on “Present State of the Cancer 
Problem.” Dr. Arild E. Hansen, professor of pediatrics, Uni- 
versity of Texas Medical Branch, Galveston, spoke April 13 
on “Some Phases of Lipid Metabolism” and the “Evaluation 
of the Nutritional State of the Child.” 

The Circle Chooses New Members.—Norman F. Conant, 
Ph.D., associate professor of bacteriology and mycology, Duke 
University School of Medicine, Durham, N. C., was the prin- 
cipal speaker at a recent meeting of the Circle, undergraduate 
honor scholastic society at Louisiana State University School 
of Medicine; New Orleans. Dr. Pierre Jorda Kahle, professor 
and director of the department of urology at the medical 
school, was elected an honorary member and Donald Duncan, 
Ph.D., professor of anatomy, was elected to membership on 
the faculty advisory committee of the Circle. New members 
from the junior class are David W. Aiken, Joe F. Simpson 
and Dorothy R. York, and ‘those from the senior class include 
Walter J. Hollis, Edwin Byer, Harold J. Jacobs, William R. 
Scarborough and James C. Burns. 


MASSACHUSETTS 


Occupational Therapy Affiliation.—The affiliation of the 
Boston School of Occupational Therapy with Tufts College 
in the fall of 1945 completes total affiliation of the sixteen 
schools for occupational therapy in the United States with 
approved schools. There are seventeen approved occupational 
therapy schools, one of which ‘is in Toronto. 

Licenses Revoked.—The Massachusetts Board of Regis- 
tration in Medicine announced the revocation of the license 
to practice medicine February 21 of Dr. Nathan Gaber, Boston, 
because of gross misconduct in the practice of his profession, 
as shown by collusion. At a meeting, March 16, the license 
of Capt. George J. J. Orlansky, M. C., was revoked on a 
similar charge. 

Alumni Election.—Dr. Leon W. Crockett, Boston, was 
chosen president of the Alumni Association of Boston Univer- 
sity School of Medicine May 11, succeeding Dr. Eleanor B. 
Ferguson-Howard, the first woman physician ever to head 
the association. -Other officers include Drs. Roger M. Bur- 
goyne, Winchester, and James E. Vance, Natick, vice presi- 
dents; Frank E. Barton, Boston, secretary, and Kenneth 
Christophe, Boston, treasurer. A feature of the reunion was 
the special meeting of the class of 1895, of which ten members 
are living. 

Personal.—Dr. Derek E. Denny-Brown, professor of neu- 
rology, Harvard Medical School, Boston, has been granted a 
leave of absence to return to active military duty as a brigadier 
general with the British forces in India and Southeast Asia. 
In 1941, after two years of service in the field, he was tem- 
porarily released by the British army to carry on research and 


teaching in the United States, according to Science-———Alice . 


M. Boring, Ph.D., associate in anatomy at Columbia Univer- 
sity Coliege of Physicians and Surgeons, has been appointed 
visiting professor of zoology at Mount Holyoke College, South 
Hadley. For many years professor of biology at the Chinese 
University of Yenching, Dr. Boring returned to this country 
last year after being interned seven months by the Japanese. 
—Irwin W. Sizer, Ph.D., associate professor of physiology 
at the Massachusetts Institute of Technology, Cambridge, has 
been awarded a grant of $5,000 by the Eli Lilly pharmaceutical 


company for the continuation of his studies on the action of. 


enzymes on the irritant principles of poison ivy and related 
plants. 
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Practice of Anesthesiology.—The hospital section of the 
postwar planning committee of the New England Society of 
Anesthesiology would like to hear from physicians who are 
interested in the peacetime practice of anesthesiology in New 
England. This information will be made available to persons 
interested in obtaining the services of an anesthesiologist in 
their individual surgical practice, group or hospital in New 
England. It is felt that the collection and dissemination of 
this information may facilitate the proper relocation of anes- 
thesiologists now in the service when they return to civilian 
practice. The following information is desired from those 
interested: age, medical school, year of graduation, internship 
(year and hospital), training in anesthesiology (in detail), 
give length and type of training, chief of service, activity and 
specialty after completion of training, military experience in 
anesthesia, publications, membership in medical societies, pres- 
ent address and a permanent address. The information should 
be addressed to Dr. Morris J. Nicholson, chairman of the 
postwar planning committee, 605 Commonwealth Avenue, 
Boston 15.. Other members of the committee are Drs. Jacob 
Fine and Signey C. Wiggin, Boston. 


MICHIGAN 


Status of Hospital Commission Changed.—The state 
hospital commission will be known as the department of mental 
health, in accordance with a recently enacted law which becomes 
effective September 7. The act further sets up a five member, 
policy determining commission by appointment of the governor 
to make policies and adopt rules and regulations governing 
the operation of the department. Under the law a director 
of mental health will be selected by the commission and the 
governor for a six year term, the director to be a physician 
legally registered in the state of Michigan with at least ten 
years’ experience as a psychiatrist in the treatment of mental 
diseases and the administration of mental hospitals and mental 
health programs. The administration of the department is to 
be divided into three divisions: business administration, hos- 
pitals and mental hygiene. The head of one of the three 
divisions will be designated as deputy director. The director 
of the department of health will appoint, subject to approval 
of the commission, a head for each division, a medical super- 
intendent for each state hospital and state home and fraining 
school, who is to be a physician legally registered in the state 
with at least three years of experience in the treatment of 
the mentally afflicted, and a director for each child guidance 
clinic. The department is to be housed in suitable offices in 
Lansing. With the creation of the new department of health 
the old state hospital commission will be abolished. 


MISSOURI 


Joseph Erlanger Honored.—Dr. Joseph Erlanger, pro- 
fessor of physiology, Washington University School of Medi- 
cine, St. Louis, and 1944 joint winner of the Nobel Prize, 
has been awarded the certificate of merit and medal for dis- 
tinguished service of the St. Louis Medical Society because 
“his contributions to. fundamental knowledge of the cardio- 
vascular and nervous system and to methods of physiological 
investigation, his excellence as a. teacher and his devotion to 
the furtherance of medical research have strengthened the 
hand and augmented the skill and discernment of present and 
future practitioners of medicine.” 


NEW YORK 


Licenses Reinstated.—The licenses to practice medicine 
of Drs. Michael James Pietaro, Brooklyn, and August C. 
Schwenk, New York, have been reinstated. 

Basil MacLean Named Professor of Hospital Admin- 
istration——As a step toward eventual organization of a 
department of hospital administration in the University of 
Rochester School of Medicine and Dentistry, Dr.° Basil C. 
MacLean, director of Strong Memorial Hospital, has been 
appointed professor of hospital administration, a newly created 
position. Dr. MacLean has been director of the Strong 
Memorial Hospital since 1935, returning to the position last 
September after an absence of more than a year while he 
served in Washington as a lieutenant colonel in the medical 
corps of the army as consultant in the surgeon general's office. 
Dr. MacLean is also in charge of a ten member commission 
appointed by Governor Dewey to draft a program providing 
medical care for the state’s needy to make recommendations 
for action by the state legislature. 
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Alleged Abortion Mill.—On April 27 three alleged oper- 
ators of an Irondequoit (Rochester) abortion mill were being 
held in Monroe County jail pending grand jury action. All 
three were charged with abortion and remanded to jail in 
lieu of $25,000 bail each. Newspapers reported that the police 
estimated more than $100,000 had been collected from more 
than 700 young women patients. The abortion ring was said 
to be operating at 3731 St. Paul Boulevard, Irondequoit, for 
more than a year and a half, where investigators found a 
completely equipped clinical room with operating table. Inves- 
tigation of the alleged abortion ring began after several reports 
from a hospital of patients admitted suffering from after- 
effects of illegal operations. Fees generally ranged from $75 
to $150, while some ranged as high as $500. One of the 
so-called operators, Bennett Mistrator, who was said to have 
performed the operations, is said to be listed in the suburban 
directory as a salesman. 


New York City 


Proposed Addition to St. Vincent’s Hospital.—Plans 
for a sixteen story addition to St. Vincent’s Hospital as a 
memorial to Alfred E. Smith were announced May 13. The 
addition will replace an old five story unit of the hospital. 
The estimated cost is three million dollars, to be raised by 
public subscriptions soon to be sought by the hospital’s advisory 
board, according to the New York Times. The memorial 
wing will give the hospital 250 beds and provide other 
accommodations. 

Blue Cross Extends Benefits.—In a statement May 8, 
Louis H. Pink, president of the Associated Hospital Service, 
announced that an extended program of benefits of hospitaliza- 
tion would be made available to members of the Blue Cross 
Plan. The added services would double the number of days 
during which members would receive hospitalization at reduced 
costs. At present the plan offers twenty-one days of semiprivate 
hospitalization without cost and ninety days of such care at 
half cost discount rates each time subscribers are hospitalized 
for a different ailment. Under the new setup the discount 
coverage is increased to one hundred and eighty days, according 
to the New York Times. 

Postgraduate Medical School and Hospital Seek 
Funds.—A campaign with an immediate goal of five million 
dollars’ and an eventual goal of fifteen million dollars for an 
expansion program at the New York Post-Graduate Medical 
School and Hospital, Columbia University, was announced at 
the seventieth anniversary dinner of the school, May 9. The 
expansion program contemplates a new clinic, classroom and 
laboratory building, to be erected on the land adjacent to 
the present plant at an estimated cost of $1,500,000 and hold- 
ing an endowment of $3,500,000 for staff and research expense. 
Other projects include a private pavilion of 200 beds, a new 
medical school building and a new hospital unit for ward beds 
to replace Roosa Building, opened for service in 1894. The 
entire project was suggested as a memorial to members of 
the profession who have performed in the current conflict. 

Committee of Teachers Sues School and Health 
Boards.—Challenging the right of the board of education to 
compel teachers: to undergo x-ray examinations of the chest 
for tuberculosis, the Joint Committee of Teachers Organiza- 
tions, representing New York City’s 30,000 school employees, 
started a law suit May 7 against the school board and the 
board of health to force a reprisal of the regulation, according 
to the New York Times. The complaint declares that the 
board of health does not have the authority to adopt the 
policy requiring all teachers and school employees who come 
in contact with pupils to take a chest examination every two 
years. If found to be infected with “active tuberculosis” the 
teachers are to be excluded from the school, although the 
board of education permits these teachers to take a leave of 
absence with part pay while recuperating. It was stated that 
the school staff resents the board’s action and feels that it is 


an unjust, attack on the teaching profession. It was contended - 


that a present law giving to principals the right to require 
teachers to appear before the medical department for a physical 
examination if there is any suspicion of ill health should be 
sufficient to cover teachers who may have tuberculosis. Mrs. 
May Andres Healy, chairman of the joint committee, in a 
statement to the press said “We have not heard that tuber- 
culosis is prevalent among teachers. This regulation will 
frighten the public and regiment the teachers. No other group 
in the city has this type of examination. Certainly our teach- 
ers are intelligent enough to go to a doctor when they are 
ill: they do not need to have this embarrassing situation 
inflicted upon them.” 
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OKLAHOMA 


Activities on Medical Faculty.—Dr. Hubert Eugene 
Doudna, professor of clinical anesthesiology, University of 
Oklahoma School of Medicine, Oklahoma City, has been 
granted a leave of absence for active duty in the Navy. Dr. 
Charles R. Rayburn, Norman, on leave with the Army since 
June 15, 1942, has returned to his position as professor of 
mental diseases. 

State Medical Election.— Dr. Louis C. Kuyrkendall, 
McAlester, is the new president-elect of the Oklahoma State 
Medical Association. Dr. Victor C. Tisdal, Elk City, assumed 
the office of president at a meeting of the house of delegates 
on April 22. Dr. Ralph A. McGill, TulSa, is vice president 
and Dr. Lewis J. Moorman, Oklahoma City, continues as 
secretary-treasurer and editor of the Journal. 


Endowment for Ophthalmology.—Dr. and Mrs. Samuel 
J. Bradfield have established an endowment fund for the library 
of the Tulsa County Medical Society to be known as the 
Dr. Albert W. Roth Endowment for Ophthalmology and which 
honors the physician who was an honorary member of the 
Tulsa County Medical Society and served in 1917 as its 
president. Dr. Roth was also a founder and president of 
the Tulsa Public Health Association. He died March 17. 


PENNSYLVANIA 


Society News.—Dr. Herbert T. Kelly, Philadelphia, 
addressed the Centre County Medical Society at Nittany Lion, 
State College, May 10, on “Convalescent Care and Postopera- 


tive Management.” 
Philadelphia 


Christian Febiger Dies.—Christian Febiger, a member 
of the firm of Lea & Febiger, medical publishers, died May 12. 


Course on Venereal Diseases.—The department of public 
health and preventive medicine, University of Pennsylvania 
School of Medicine, opened a course May 22 on the control 
of venereal diseases under the direction of Dr. John H. Stokes. 
The course will continue until June 30 and carries two units 
of credit for those working for a graduate academic or public 
health degree. 


Personal.—Dr. Francis D. Patterson has been appointed to 
the advisory health board of the state of Pennsylvania. Dr. 
Alexander H. Stewart, Harrisburg, secretary of the state 
department of health, is chairman of the board, and other 
members consist of Dr. Thomas Palmer Tredway, Erie, Pa.; 
Dr. James D. Lewis, Scranton, Pa.; Dr. Joseph Scattergood 
Jr., West Chester, Pa.; Mr. Arch W. Nance, C.E., Pitts- 
burgh, and Dr. David W. Thomas, Lock Haven, Pa.—— 
Dr. and Mrs. Thomas Ellison recently celebrated their fiftieth 
wedding anniversary. 

Dr. Cantarow Named Professor of Physiological 
Chemistry.—Dr. Abraham Cantarow, associate professor of 
medicine at the Jefferson Medical College of Philadelphia and 
chemist to the Jefferson Medical College Hospital, has been 
appointed professor of physiologic chemistry, succeeding George 
R. Bancroft, Ph.D., who will retire at the end of the school 
term in June. Dr. Cantarow graduated at Jefferson in 1924 
and became the first resident chemist at the hospital, where 
he subsequently served his internship and as assistant demon- 
strator in medicine and research fellow in the department of 
diseases of the chest. - 

Pittsburgh 

Special Society Election.—At a recent meeting of the 
Pittsburgh Roentgen Society the following officers were elected 
for the following year: Drs. Reuben G. Alley, president; 
Robert Meader, vice president, and Lester M. J. Freedman, 
secretary-treasurer. 


Hospital Changes Name.—The name of the Western State 
Psychiatric Hospital has been changed by action of the legis- 
lature to Western State Psychiatric Institute and Clinic. The 
change, long under consideration, was brought about to empha- 
size the important functions of training, teaching and research 
and the operation of the mental health clinic. In cooperation 
with the University of Pittsburgh, instruction is given to 
students in medicine, nursing, psychology, social service and 
dentistry. Six junior and six senior residencies in psychiatry 
are available. Junior positions offer opportunities in clinical 
work and teaching. Senior positions require previous experi- 
ence in psychiatry; this work is largely confined to the care 
and treatment of outpatients. Additional information may be 


- obtained from Dr. Grosvenor B. Pearson, director of the 


Western State Psychiatric Institute and Clinic, O’Hara end 
Desoto streets. 
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TENNESSEE 


The Haggard Lecture.—Dr. Rustin McIntosh, professor 
of pediatrics, Columbia University College of Physicians and 
Surgeons, New York, delivered the annual Haggard Memorial 
Lecture at the Vanderbilt University School of Medicine, 
Nashville, April 27, on “Congenital Malformation Causing 
Obstructive Phenomena.” The lecture is sponsored by the 
student chapter of Alpha Kappa Kappa. 

Chapter Meeting of International College of Surgeons. 
—The Tennessee Guild of the U. S. Chapter of the Interna- 
tional College of Surgeons and the Knox County Medical 
Society, Knoxville, will cooperate in a meeting June 8 at the 
Andrew Johnson Hotel for the following program: 

Dr. Custis Lee Hall, Washington, D. C., Stenosing Tenosynovitis of the 


rist. 
Dr. Robert L. Sanders, Memphis, Surgical Complications of Duodenal 
cer. 
Dr. Albert A. Berg, New York, Prevention of Recurrent Ulcers After 
Subtotal Gastrectomy by Vagus Section. 
Dr. William Milton Adams, Memphis, Early Treatment of Extefisive 
Facial Injuries. 
Dr. William Seaman Bainbridge, New York, Surgical Emergencies. 
Dr. Desiderio Roman, Philadelphia, Lingual Goiter. 
Dr. Max Thorek Chicago, Surgical Plagiarism: 
festations and 
Dr. Moses ehread Philadelphia, Surgery of the Common Bile Duct. 
Dr. Gilbert F. Douglas, Birmingham, Conditions and Diseases Incident 
to the Menopause. 
Dr. Lloyd F. Craver, New York, peas s Disease. 
Dr. Watson B. Morris, Springfield, N . J., Office Gynecology. 


WEST VIRGINIA 


Health Department Activities.—The Public Health 
Council has entered an order separating the bureau of indus- 
trial hygiene from the division of sanitary engineering. Sim- 
ilar action has separated the bureau of dental hygiene of the 
state health department from the division of maternal and 
child hygiene, setting it up as a separate unit. The new 
dental bureau will be under the direct supervision of Dr. John 
E. Offner, Weston, state health commissioner; two dental 
counselors will carry out the work now done by a dental 
consultant. 

State Medical Election.—Dr. Andrew E. Amick, Charles- 
ton, was elected president of the West Virginia State Medical 
Association at a meeting of the house of delegates in Clarks- 
burg, May 14. Dr. Blonda S. Brake, Clarksburg, and Dr. 
James B. Thompson, Oak Hill, were named as vice presidents, 
and Dr. Thomas M. Barber, Charleston, was reelected trea- 
surer. Dr. Ivan Fawcett, Wheeling, and Dr. James L. Wade, 
Parkersburg, were reelected as American Medical Association 
delegate and alternate, respectively. At this meeting, which 
was held in lieu of the 78th annual meeting, the president was 
authorized to appoint a standing committee on tuberculosis 
and a special committee on relocation and reestablishment of 
doctors returning from military service. The house also 
adopted an amendment to the constitution increasing annual 
dues from $10 to $15, effective Jan. 1, 1946. An amendment 
to the constitution was proposed which provides for the elec- 
tion, with the approval of the council, of affiliate members of 
component societies who, although doctors of medicine, cannot 
qualify for licensure in West Virginia. The amendment will 
be acted on at the annual meeting, which will be held at 


Huntington in 1946. 
ALASKA 


Department of Health Created.—On March 21 the ‘ica. 
lature of the Territory of Alaska approved an act providing 
for the establishment of a department of health, charged with 
the duty of administering laws and regulations relating to the 
promotion and protection of the public health, control of com- 
municeble diseases, programs for the improvement of maternal 
and child health, care of crippled children, hospitalization of 
the tuberculous, and such other duties as may be conferred 
on it by law. The act provides for a board of health within 
the department of health consisting of the governor and four 
members, one from each judicial division of the Territory of 
Alaska appointed by the governor, one of whom shall be a 
member of the Alaska Territorial Medical Association. All 
will be subject to approval of the senate and house, and each 
is to serve for four years. The board will appoint a commis- 
sioner of health who will be chief executive of the health 
department, appointed on a full time status for a term of five 
years and eligible for license under the medical practice laws 
of Alaska. Members of the new board appointed by the gov- 
ernor are Dr. Dwight L. Cramer, Ketchikan; Mrs. Katherine 
Kehoe, Nome; Rev. R. Rolland Armstrong, Anchorage, and 
Mr. George Preston Sr., Fairbanks, Previously the legisla- 
ture had been willing only to create the office of commissioner 
of health. On May 17 the board had not yet met or organized, 
nor had it selected the new commissioner of health. 


Its Etiology, Mani- 
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Health Council Reelects Officers.—The National Health 
Council has reelected Mrs. Eleanor Brown Merrill, executive 
director of the National Society for the Prevention of Blind- 
ness, New York, as president. Other officers who were 
reelected include Dr. Charles Walter Clarke, executive direc- 
tor of the American Social Hygiene Association, New York, 
vice president; Maurice A. Bigelow, Sc.D., New York, former 
president of the American Eugenics Society, secretary, and 
Dr. William F. Snow, general director of the American Social 
Hygiene Association, treasurer. The National Health Council, 
with headquarters at 1790 Broadway, New York 19, is a 
clearing house of twenty-one voluntary health organizations. 

Grant for Cancer Research.—The Rockefeller Foundation 
through its — of Medical Sciences has given $282,000 to 
the Roscoe B Jackson | Memorial Laboratory, Bar Harbor, 
Maine, for the. study of “the genetic factors in intelligence and 
emotion in mammals” in the hope of learning more about 
human beings as they are born and the way they grow up. 
According to an announcement in Science News Letter the 
main reason for using dogs in the early part of the project is 
that genetic experiments require pure strains differing as much 
as possible in the characteristics it_is proposed to study. The 
News Letter states that Hamilton Farm, consisting of a 58 acre 
estate, recently given to the laboratory and located just outside 
of Bar Harbor, will be used for the study. 

The Doctor Fights.—A radio series of coast broadcasts 
over the Columbia Broadcasting System entitled “The Doctor 
Fights” will begin Tuesday, June 5. Motion picture stars 
will participate in the dramatization of such’ events as the 
devotion to duty of Major Livingston Pope Noell Jr., M. C., 
the physician who elected to stay with the litter cases on 
Bataan when the hospital unit and all the nurses were evacu-. 
ated to Corregidor, the heroic three days in July last year, 
when Capt. James E. T. Hopkins, M. C., treated 80 casualties 
during the battle for the Munda air strip on the Solomon 
Islands, and other similar case histories from actual service 
files. The broadcasts are being presented by Schenley Lah- 
oratories, Inc., and will consist of thirteen dramatizations. 
Whenever possible the programs will be cut in from Wash- 
ington and other points to introduce the doctors of medicine 
whose stories are being dramatized. 

Aid to China.—Thirty medical and health experts will go 
to China to train personnel in medical centers to be estab- 
lished by the Chinese government, Herbert H. Lehman, direc- 
tor general of the United Nations Relief and Rehabilitation 
Administration, announced May 10. Essential supplies will 
also be furnished by UNRRA to equip centers in Chung; 
king and Chengtu, and later in Kweiyang, Nanking and Pei- 
ping. It was said that in the coming months 90,000 pounds 
of medical supplies would be shipped for the project. Accord- 
ing to the New York Times, one of China’s most serious 
needs is said to be skilled medical and technical personnel, 
estimates showing that there is only 1 doctor in China for 
every 40,000 persons and 1 hospital bed for every 10,000. 
Experts of the UNRRA mission, which forms part of the 
general program of rehabilitation for China, will be recruited 
from the United States, Great Britain, Australia and Canada. 

Maternity Leaves Recommended.—Recommendations for 
maternity clauses in union contracts were issued April 30 by 
the Women’s Bureau of the U. S. Department of Labor in 
the first of a series of leaflets resulting from a survey of 
ninety-two midwestern war plants in Illinois, Indiana and 
Wisconsin. The survey showed that only five plants had 
union contracts carrying maternity leave provisions. More 
than two thirds of the contracts had provisions for illness 
which was sometimes construed as covering maternity leave. 
In most local unions no attention, however, had been paid to 
this question and in some plants women were discharged 
when their pregnancy became known, according to the New 
York Times. The Women’s Bureau claims that a maternity 
clause is needed in the union contract for the following 
reasons : 


To protect the health of the mother and children. 

To protect the expectant mother against discharge and to protect her 
right to return to her job. 

To see that women retained their seniority rights and were not penalized 
when they have babies. 

To see that there was a good maternity policy in every plant where 
women are employed. 


CORRECTION 
Marriages.—In the marriage announcement of Carroll R. 
Olson to Miss Thelma Olson, THe Journat, April 28, page 
1143, the bride’s name should have appeared Miss Thelma 
Cousin. 
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Foreign Letters 


LONDON 
(From Our Regular Correspondent) 
April 28, 1945. 
London’s Last Ordeal 

With the end of the last form of “frightfulness” practiced on 
London—the rocket bomb, which was fired from the continent 
and reached us after traversing the stratosphere—the govern- 
ment is now able to publish details. The total number of 
rocket bombs which reached this country was 1,050. The total 
casualties were 2,754 killed and 6,523 seriously wounded. The 
first rocket fell on the evening of Sept. 8, 1944 at Chiswick, 
doing considerable damage. One of the first to fall on London 
was at Brentford, where eight houses were destroyed and fifty 
damaged by the blast. Two people were killed and ten seri- 
ously injured. The rocket attack reached its height during a 
week in February, when seventy-one fell on southern England. 
Totals of fifty or sixty rockets a week were common in Febru- 
ary and March, many of them on London. The highest number 
in twenty-four hours was seventeen. Then came the Canadians’ 
advance into the northern part of the Netherlands, the over- 
running of rocket sites and the end to one of the most diabolic 
forms of attack on a civilian population. The last rocket fell 
on March 27 at Orpington, killing 1 person and injuring 23. 

Among the worst incidents was the fall of a rocket on Wool- 
worth’s store in southeastern London during the lunch hour 
rush, when the pavements as well as the store were crowded 
with women and children. One hundred and sixty were killed 
and 108 injured. In March a rocket reduced two blocks of 
flats to rubble in eastern London, killing 134 and seriously 
injuring 49. One fell on Farringdon market in March, when 
the stalls were crowded with shoppers; 110 were killed and 
123 seriously injured. In these raids thirty-five hospitals were 
hit. Seven American soldiers were killed when a rocket fell 
in the west end of London. 


A New Insecticide 

In a lecture to the Society of Chemical Industry, Dr. Roland 
Slade of Imperial Chemical Industries announced the discovery 
of a remarkable new insecticide with a wide range of uses, 
gammexane, which is the gamma isomer of benzene hexa- 
chloride (CsHsCl.). This was isolated early in 1943 and was 
found to be more toxic to weevils than any substance previ- 
ously tested. There is every indication that it is much more 
toxic in locust baits than anything used heretofore. It has 
numerous medical, veterinary and agricultural uses. Experi- 
ments in the field against wireworm have led to the hope that 
we have found at last a means of fighting this pest, which 
causes the failure of so many farmers’ crops in Britain. Gam- 
mexane has proved highly toxic to lice and fleas. Dusts, sprays 
and paints have been used experimentally on the surfaces of 
rooms and rendered them toxic to any flies that walked over 
them. 

Surgeon Attacks Method of Cancer Research 

At the Medical Society of St. Mary’s Hospital a surgeon, 
Mr. D. C. L. Fitzwilliams, said that an outlay of $5,000,000 
by the British Empire Cancer Campaign had shown only one 
important discovery, that of diethylstilbestrol by Professor 
Dodds. No one would wish to underrate this, but this, with 
the addition of something in trades cancer and carcinogenic 
agents, was hardly full value for time and money. He attributed 
this failure to the haphazard and uncoordinated nature of 
British research. He described a scheme in which five hundred 
research workers under ten directors and one superdirector 
would deal with all aspects of the problem. 


Subsequent speakers unanimously disagreed with him and 
described his scheme by the expressions “dictatorship,” “Ger- 
man” and hence “not British.” Professor Dodds said that 
Pasteur, with his academic qualifications at the time, would 
hardly have been employed by “the director of a suppuration 
campaign.” But he took some of the sting out of his allegory 
by suggesting that energy and funds should be expended not on 
research into a specific disease but into general biochemistry 
and pathology, which may confidently be expected to yield 
information of practical as well as theoretical value. 


Norwegian Psychiatrist Murdered by the Germans 

The British Medical Journal of April 14 contains the obituary 
of Dr. Haakon Saethre, who was head of the psychiatric 
depaftment of Oslo City Hospital and through his excellent 
clinical work and administrative abilities made his clinic one 
of the most inspiring in Norway. His work on oxycephaly, 
disseminated sclerosis, dementia paralytica and other subjects 
is classic in neurologic literature. He was official Norwegian 
delegate to several international congresses and president of 
the Inter-Scandinavian Congress of Psychiatry held in Oslo 
in 1938. He devoted much energy to popularizing the general 
principles of mental hygiene. On February 9 he was arrested 
with several Norwegian patriots as hostages. They were 
immediately sentenced to death by a German summary court 
martial as a reprisal for the killing of a Quisling police chief 
the day before by Norwegian Home forces. 


The Campaign Against Leprosy 

The British Empire Leprosy Relief Association held _ its 
twenty-first anniversary meeting in London. The lord mayor 
said that the association had done remarkable work in combat- 
ing the scourge of leprosy throughout the empire. The meeting 
inaugurated a campaign to raise $1,050,000, representing $50,000 
for every year of the association’s existence, in an intensified 
effort to abolish leprosy within the empire, in which there are 
2,000,000 sufferers. In the absence of the secretary of state 
for the colonies, his representative said that the Colonial Office 
had benefited by the collaboration of the association, together 
with that of the missionary societies and Toc H, but the méa- 
sures so far taken were inadequate, notwithstanding what had 
been done. 


Marriages 


Paut ALEXANDER Benpix, Mount Vernon, N. Y., to Lieut. 
Frances Nantes Briscoe, Army Nurse Corps, at Charleston, 
S. C., March 28. 

Orvitte James Licurnizer, Ashtabula, Ohio, to Miss 
Michaelene Bogan of Lexington, Ky., May 24. 


Grorce E. Fetknor Jr., Meridian, Miss., to Miss Marion C.. 


Starts of New Orleans, Dec. 29, 1944. 

Jounx Patrick Murpnuy, Boston, to Miss Elizabeth Ann 
Lehiff of Arlington, Mass., April 7 

Forve Anperson McIver to Miss Ruth Raymond Huegel, 
both of Madison, Wis., April 14. 

Evucene Lawson ArMstrRONG to Miss Bernice Ehri Collins, 
both of Los Angeles, February 8. 

James W. Barrett to Miss Margaret Mary Williette, both 
of East Orange, N. J., April 12. 

Cuartes D. Cook, Minneapolis, to Miss Sheila Gamble of 
Brookline, Mass., March 10. 

Juttan Peter Krakowskt, Waterloo, Ill., to Miss Fern 
Zinser of El Paso, April 14. 

Howarp S. Brantn to Mrs. Lilyan B. Murphy, both of 
Millville, N. J., March 18. 

Davin McCuttouen, Kerrville, Texas, to Miss Mary Myers 
of Electra, February 21 
C.irton to Miss Faye Hollis, bofh of Atlanta, Ga., 

pril 7. 
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Deaths 


Paul August Teschner ®@ assistant director, Bureau of 
Health Education, American Medical Association, died at his 
home in Elmhurst, May 25, aged 48, of chronic valvular heart 
disease with acute decompensation. 

Dr. Teschner received his education at the Washington High 
School, Milwaukee, the Milwaukee Normal School and the 
University of Wisconsin. He graduated in 1924 at the Mar- 
quette University School of Medicine, Milwaukee, completed 
his internship at the Northwestern Branch, National Home for 
Disabled Volunteer Soldiers, National Home, Wis., and subse- 
quently practiced medicine in Gillette and Cecil, Wis. In 1926 
he became a member of the medical staff of the Wisconsin Anti- 
Tuberculosis Association, serving as examiner and consulting 
physician. In 1939 he joined the staff of the American Medical 
Association as assistant director of the Bureau of Health and 
Public Instruction, then a newly created position. In this 
capacity he had lectured before various groups throughout the 
country and was well known to lay agencies interested in health 
activities, carrying practically all the question and answer cor- 
respondence with the lay public, one of the most important 
functions of the Bureau. 

Dr. Teschner was a member of the editorial board of Hygeia, 
assistant in charge of the American Medical Association radio 
program on NBC network and other stations, and a member 
of the first aid medical advisory committee of the Chicago 
chapter, American Red Cross. He was the co-author of the 
Workbook on -Health coordinated with the American Medical 
Association radio program Your Health and was an extensive 
contributor of articles on health subjects to magazines. 

Abraham Rudy ® Boston; Friedrich-Wilhelms-Universitat 
Medizinische Fakultat, Berlin, Prussia, Germany, 1923; instruc- 
tor in medicine at Tufts College Medical School; member of 
the Greater Boston Medical Society, Boston Society of Biolo- 
gists, New England Heart Association, Association for the 
Study of Internal Secretions and American Diabetes Associa- 
tion; fellow of the American College of Physicians; associate 
in medicine at the Beth Israel Hospital, where he served as 
chief of the diabetic clinic, which he helped to organize; from 
1926 to 1928 assistant in medicine at the Mount Sinai Hospital 
in New York; visiting physician and consultant in diabetes at 
the Jewish Tuberculosis Sanatorium, Rutland, and at the Jewish 
Memorial Hospital; author of the “Practical Handbook for 
Diabetic Patients” and of the “Simplified Diabetic Manual”; 
his authority was recognized by the New York Diabetes Asso- 
ciation, which invited him to write two of the Fundamental 
Concepts in the Treatment of Diabetes Mellitus and Its Com- 
plications; died February 19, aged 49, of pulmonary neoplasm. 

Frederic Russell Calkins ® Watertown, N. Y.; Bellevue 
Hospital Medical College, New York, 1894; fellow of the 
American College of Surgeons; twice president of the Jefferson 
County Medical Society; at one time county physician and 
county coroner; served on the local medical examining board 
during World War I; formerly affiliated with the local National 
Guard; vice president and director of the Y. M. C. A.; served 
as director of the chamber of commerce and the Jefferson 
National Bank; for many years chief surgeon at Mercy Hos- 
pital and the House of the Good Samaritan, where he died 
February 24, aged 73, of arteriosclerosis and heart failure. 

Gustav Adolf Pudor, Portland, Maine; Harvard Medical 
School, Boston, 1892; honorary member of the Maine Medical 
Association and member of the American Medical Association ; 
formerly professor of dermatology at the Bowdoin Medical 
School; fellow of the American College of Physicians; served 
as captain in the Base Hospital at Camp Devens during World 
War I; captain, medical reserve corps, U. S. Army, not on 
active duty; on the staffs of the Maine School for Deaf, Maine 
General Hospital and Children’s Hospital; affiliated with the 
venereal disease clinic at Portland City Dispensary; died March 
7, aged 80, of arteriosclerotic heart disease. 

Rosario Gori, Brookline, Mass.; Regia Universita degli 
Studi di Roma. Facolta di Medicina e Chirurgia, Italy, 1925; 
served during World War I; at one time on the staff of the 
Misericordia Hospital in Ottawa, Ont.; Italian consular gen- 
eral in western Massachusetts until all Italian officials were 
returned to that country following this nation’s entry into 
World War II; at the time of his death was serving as 
medical officer, under the civilian mobilizer appointed by the 
allied military government, in Belsito, province of Cosenza, 
Italy, where he died February 1, aged 47, of heart disease. 
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William P. E. Wyse, Pikesville, Md.; University of 
Maryland School of Medicine, Baltimore, 1886; member of 
the American Medical Association; deputy medical examiner 
for Baltimore County; president of the board of governors 
of the Rosewood State Training School, Owings Mills; con- 
sultant on the staff of the Mount Hope Retreat, Baltimore ; 
formerly surgeon to the Maryland Line Confederate Soldiers 
Home; died in the Union Memorial Hospital, Baltimore, 
pas 12, aged 78, of injuries received in an automobile acci- 

ent. 

William Hunter Arnold, Thompsons Station, Tenn.; Hos- 
pital College of Medicine, Louisville, Ky., 1876; died February 
10, aged 89. 

Jerry Clark Bliss, Denver; Cincinnati College of Medicine 
and Surgery, 1875; Civil War veteran; died January 25, aged 
99, of purulent cystitis and cerebral hemorrhage. 

William B. Boggess, Pittsburgh; Hahnemann Medical Col- 
lege and Hospital of Philadelphia, 1897; died in the Shadyside 
Hospital January 12, aged 71, of congestive and hypertensive 
heart disease. 

Ralph Childs Bowen ® Cumberland, Md. University of 
Maryland School of Medicine, Baltimore, 1907; died February 
28, aged 60, of hypertension and chronic myocarditis. 

Elizabeth Annastatia Brackett, Malden, Mass.; Boston 
University School of Medicine, 1891; died February 16, aged 
88, of generalized arteriosclerosis. 

Charles Augustus Brown, Hopkinton, Iowa; State Uni- 
versity of Iowa College of Homeopathic Medicine, Iowa City, 
1891; died February 5, aged 77, of chronic myocarditis. 

Joseph Addison Buckwalter @ Royersford, Pa.; Hahne- 
mann Medical College and Hospital of Philadelphia, 1904; died 
January 26, aged 64, of coronary occlusion and diabetes melli-- 
tus. 

H. D. Carson, Union Point, Ga.; University of the South 
Medical Department, Sewanee, Tenn., 1899; city health officer ; 
local surgeon for the Georgia Railroad; died in the Athens 
General Hospital, Athens, March 28, aged 72, of carcinoma of 
the pancreas. 

Frederick Henry Carter, Derby, Vt.; College of Physicians 
and Surgeons, Boston, 1907; member of the American Medical 
Association; health officer of the town of Derby; died in the 
Orleans County Memorial Hospital, Newport, April 3, aged 
66, of gastric hemorrhages. 

Clarence Marmaduke Casselberry ® Newton, Mass.; 
University of Pennsylvania Department of Medicine, Philadel- 
phia, 1807 : on the staff of the Boston Dispensary; died Feb- 
ruary 23, aged 69, of carcinomatosis. 

Samuel M. Clark, Knoxville, Tenn.; Meharry Medical 
College, Nashville, 1910; on the staff of the Knoxville General 
Hospital; died March 11, aged 62, of coronary occlusion. 

Albert Crocker Cobb @ Marion, Mass.; Albany Medical 
College, 1892; an Affiliate Fellow of the American Medical 
Association; school physician for many years; died March 21, 
aged 76, of anemia and uremia. 

Basil Loren Connelly ® Detroit; Western Reserve Uni- 
versity School of Medicine, Cleveland, 1920; fellow of the 
American College of Surgeons; served on the staffs of the 
East Side General Hospital, St. Mary’s Hospital, Woman's 
Hospital, Florence Crittenton Hospital, Mount Carmel Mercy 
Hospital and Grace Hospital, where he died April 1, aged 51, 
of coronary thrombosis. 

Howard Russell Cooder @ Los Angeles; McGill Univer- 
sity Faculty of Medicine, Montreal, Que., Canada, 1921; assis- 
tant professor of pediatrics, College of Medical Evangelists ; 
chairman of the pediatric section, California Medical Associa- 
tion, and secretary-treasurer from 1934 to 1936 of the South- 
western Pediatric Society; interned at St. Louis Children’s 
Hospital and the Children’s Memorial Hospital in Chicago; on 
the staff of the Children’s Hospital; died March 26, aged 58, 
of Hodgkin’s disease. 

Daniel Joseph Daly, New York; Baltimore Medical Col- 
lege, 1905; member of the American Medical Association ; 
died in Bellevue Hospital February 10, aged “64. 

James Joseph Daly, Decorah, Iowa; Northwestern Uni- 
versity Medical School, Chicago, 1898; examiner for the local 
draft board; served during World War I; died February 20, 
aged 75, of coronary thrombosis. 

Charles Frederick Daniel, Tiffin, Ohio; Starling Medical 
College, Columbus, 1907; member of the American Medical 
Association; on the staff of*the Mercy Hospital, where he 


died March 31, aged 65, of cerebral hemorrhage. 


Roy Adelbert Daniels, Melrose, Mass. ; (licensed in Massa- 
chusetts in 1895); died February 3, aged 70, of heart disease-- 
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Wilbur Fiske David, Marshalltown, Iowa; the Hahnemann 
Medical College and Hospital, Chicago, 1881; died March 25, 
aged 85, of cerebral hemorrhage. 

Frederick Detlefsen ® Chicago; Friedrich-Wilhelms- 
Universitat Medizinische Fakultat, Berlin, Prussia, Germany, 
1890; died in the Alexian Brothers Hospital April 5, aged 83, 
of chronic myocarditis and prostatic hypertrophy. 

James Francis Donahue, Philadelphia; Medico-Chirurgical 
College of Philadelphia, 1902; died January 13, aged 77, of 
asthma and cardiac dilatation. 

Ross May Fisher ® Syracuse, N. Y.; Syracuse University 
College of Medicine, 1906; for many years on the staff of the 
Crouse-Irving Hospital; died February 4, aged 63, of aplastic 
anemia and leukemia. 

William Henry Foster, St. Louis; St. Louis University 
School of Medicine, 1908; died in the Missouri Baptist Hos- 
pital April 1, aged 75, of congestive heart disease and myo- 
carditis. 

Thomas B. Fowler, Springville, N. Y.; Medical College 
of Ohio, Cincinnati, 1880; past president of the village board 
of education; a founder and director of Chaffee Hospital, where 
he died March 31, aged 89, of uremia caused by nephritis. 

William Clarkson Freeman, Waco, Texas; Trinity Medi- 
cal College, Toronto, Ont., Canada, 1876; died March 3, aged 
90, of senility. 

William M. Gibson, Nashville, Ark.; Memphis (Tenn.) 
Hospital Medical College, 1904; died January 10, aged 75, of 
arteriosclerosis. 

Albert Arthur Gorbold, Ross, Ohio; Miami Medical Col- 
lege, Cincinnati, 1897; died in the Fort Hamilton Hospital, 
Hamilton, March 1, aged 75, of pernicious anemia. 

Ruth Pierce Guilder, Boston; University of Illinois Col- 
lege of Medicine, Chicago, 1922; served as research fellow in 
otology at Harvard Medical School and the Massachusetts 
Eye and Ear Infirmary, where she had been affiliated with the 
Winthrop Foundation for the Study of Deafness; died February 
12, aged 56. 

Clarence Evans Johnson, Philadelphia; Southern Medical 
College, Atlanta, 1891; for many years represented Mead John- 
son & Company of Evansville, Ind.; formerly employed by 
the Charles H. Phillips Chemical Company of New York; died 
while on a vacation in St. Petersburg, Fla., March 13, aged 
70, of cerebral hemorrhage. 

William Franklin Keim ® Newark, N. J.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1899; mem- 
ber of the American Academy of Ophthalmology and Oto- 
laryngology; on the staffs of the Hospital of St. Barnabas and 
for Women and Children, Newark Memorial and Presbyterian 
hospitals ; died March 7, aged 76, of carcinoma of the stomach. 

Hilda Kinkead, Madison, N. J.; Woman's Medical College 
of Pennsylvania, Philadelphia, 1935; diplomate of the National 
Board of Medical Examiners ; member of the American Medical 
Association; interned at the Medical Center of Jersey City; 
served a residency at the Overlook Hospital in Summit and 
the New York Infirmary for Women and Children in New 
York; died in the Memorial Hospital, Morristown, March 19, 
aged 34, of an accidental overdose of barbituric acid. 

Harry Van Kitzmiller, Wray, Colo.; Keokuk (Iowa) 
Medical College, College of Physicians and Surgeons, 1905; for 
many years health officer of Yuma County; died March 14, aged 
66, of cerebral hemorrhage. 

Franz F. Lyon, Patchogue, N. Y.; Albert-Ludwigs Uni- 
versitat Medizinische Fakultat, Freiburg, Baden, Germany, 
1912; member of the American Medical Association; died 
February 16, aged 57, of cerebral hernorrhage and hypertension. 

Albert Sidney Maddox, Asbury Park, N. J.; Bellevue Hos- 
pital Medical College, New York, 1890; member of the Ameri- 
can Medical Association and the Medical Society of the State 
of New York; died March 3, aged 78, of coronary occlusion. 

Ervin McElroy, Rockaway, N. J.; Jefferson Medical Col- 
lege of Philadelphia, 1922; member of the American Medical 
Association; fellow of the American College of Surgeons; 
interned at the Newark City Hospital, Newark; served as 
school physician and as president of the board of health; mem- 
ber of Selective Service Board number five and of the Morris 
County Mosquito Commission; on the staff of the Dover (N. J.) 
General Hospital; died March 18, aged 47, of coronary throm- 
bosis. 

Samuel B. McMillan, Frisco City, Ala.; Atlanta College 
of Physicians and Surgeons, 1902; member of the American 
Medical Association; died January 6, aged 66, of cerebral 
hemorrhage. 
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John Henry Merrick ® Glenwood, Iowa; McGill Uni- 
versity Faculty of Medicine, Montreal, Que., Canada, 1895; 
since July 1944 staff physician at the Glenwood State School; 
died April 15, aged 72, of lung abscess following pneumonia. 


Armand Normandin ® Laconia, N. H.; M.B. in 1909 and 


M.D. in 1911, School of Medicine and Surgery of Montreal, — 


Faculty of Medicine of the University of Laval at Montreal; 
medical examiner for the draft board; died February 14, aged 
57, of coronary thrombosis. 

Robert Earl Patterson ® New York; McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1921; died Feb- 
ruary 11, aged 49, of coronary thrombosis. 

Stanley Earl Patterson, Mandan, N. D.; University of 
Manitoba Faculty of Medicine, Winnipeg, Man., Canada, 1928; 
died February 6, aged 43, of cirrhosis of the liver. 

Carlin Philips, New York; University of Michigan Depart- 
ment of Medicine and Surgery, Ann Arbor, 1897; served during 
World War I and with the U. S. Veterans Bureau; died in 
Miami, Fla., February 8, aged 73, of coronary thrombosis and 
carcinoma of the lung. 

Emery C. Pixley, Canisteo, N. Y.; University of Buffalo 
School of Medicine, 1891; at one time on the staff of the 
New York State Soldiers and Sailors’ Hospital in Bath; died 
in St. James Mercy Hospital, Hornell, April 19, aged 82, 
of carcinoma. 

John L. Powell, Aberdeen, Wash.; Medical College of 
Ohio, Cincinnati, 1891; at one time member of the board of 
regents of Washington State College, Pullman; died March 
13, aged 86. 3 

Arthur L. Pritchard, Nelsonville, Ohio; Medical College 
of Ohio, Cincinnati, 1886; member of the American Medical 
Association; past president of the Athens County Medical 
Society; served as a member of the city board of education; 
recently completed a third term as county coroner; died March 
28, aged 80. : 

Joe M. Quinn, Bogalusa, La.; Kentucky School of Medi- 
- Louisville, 1892; died in New Orleans January 14, aged 

8. 

Morton C. Reeves, Palms, Calif.; University of Michigan 
Homeopathic Medical School, Ann Arbor, 1883; died January 
23, aged 88. 

Dabney Belvin Reinhart, Merrill, Wis.; Bellevue Hospital 
Medical College, New York, 1886; health officer; died March 
13, aged 83, of myocarditis. 

Isaac Reitzfeld ® New York; University and Bellevue 
Hospital Medical College, New York, 1904; served in France 
during World War I; consulting orthopedist, Bronx Maternity 
and Woman’s Hospital, New York, Long Beach Hospital, Long 
Beach, and Rockaway Beach (N. Y.) Hospital; director of 
orthopedics, St. Joseph Hospital, Far Rockaway, where he 
died April 8, aged 61, of uremia and hypertrophy of the pros- 
tate. 

William Randolph Smith, Roselle Park, N. J.; College 
of Physicians and Surgeons, Baltimore, 1890; at one time 
president of the board of education in Little Falls; died in 
the New Jersey State Hospital, Marlboro, March 12, aged 
83, of cerebral hemorrhage, arteriosclerotic cardiovascular dis- 
ease and epithelioma of the nose. 

. Benjamin Franklin Vaughan, Bethany, Okla.; (licensed 
in Oklahoma under the Act of 1908); died in the University 
Hospital, Oklahoma City, February 21, aged 80, of pneumonia. 


MERCHANT MARINE CASUALTY 


Benjamin Andrew Price, Rigby, Idaho; Barnes Medi- 
cal College, St. Louis, 1903; at one time on contract work 
with the Wyman Mining Company in San Javier, Sonora, 
Mexico, and the Vipont Silver Mining Company in Hazel- 
ton, where he was physician for the Union Pacific Rail- 
road; served as Liberty County health officer and county 
physician while residing in Chester, Mont.; examiner for 
the Jefferson County Selective Service Board, Idaho 
National Guard, Civil Service, veterans insurance and 
many life insurance companies; health officer of Jefferson 
County, 1940-1941; in 1942 joined the Merchant Marine 
as a ship’s medical officer aboard the S. S. Delvalle, which 
was attacked and sunk by an enemy submarine on April 
12, 1942: aged 64; on May 23, 1944 posthumously awarded 
the Mariners Medal. © 
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Correspondence 


MEDICAL CARE OF VETERANS oo, 


To the Editor:—Your suggestion for a wholly independent i: 


investigation of the Veterans Bureau hospitalization seems‘ to 
me sound and timely. 

Regarding tuberculosis, the results might not lead promptly 
to a correction of the difficulty. The remedy may call for 
federal legislation not yet possible. If custom and regulations 
continue to make it too easy for patients to break treatment by 
leaves, passes, transfers, checking out against approval, and the 
like, its correction may have to wait on revised demands of 
veterans and their relatives and friends. This in turn has to 
wait on the progress of education, really health education. 

Toward this educational end the American Legion and espe- 
cially its Auxiliary and its Eight & Forty, aided by the volun- 
tary tuberculosis associations, are taking definite. steps.’ It: is 
necessary to convince tuberculous veterans and their relatives 
that the treatment is medical and that it is important and that 
if they wish favorable results, such as are procured at similar 
hospitals under other auspices, it is really necessary for them 
to endorse and follow the prescriptions of their physicians. 

In this effort all physicians and nurses and others truly 
desirous of aiding tuberculous veterans may assist. Then when 
the demand comes in volume from those whom it will most 
benefit it may be better understood and can be translated into 
favorable action by Congress and by the Veterans Bureau. 
This is not like the weather, because all together we can do 


something about it. 
ArtHur J. Strawson, Boston. 


Executive Secretary, Massachusetts Tuberculosis League. 


MARIHUANA PROBLEMS 


To the Editor:—The editorial “Marihuana Problems” (THE 
JouRNAL, ‘April 28, p. 1129) labels the Mayor La Guardia 
committee report “an unscientific, uncritical study” and, again, 
declares that it has “narrow and thoroughly unscientific foun- 
dation.” The report in question came generally to the same 
conclusions that any other group of competent investigators 
might reach if they repeated the inquiry under the same con- 
ditions. Further, the New York report contained much new 
scientific information which is valuable. The editorial charac- 
terized the recent article in War Medicine (December 1944) 
as a “devastating refutation” of the La Guardia report, whereas 
this article simply described 35 cases of psychopathic or grossly 
maladjusted soldiers who used marihuana along with other 
manifestations of criminal behavior. The editorial primarily 
objected to the fact that the public may be led to mischievous 
results because the La Guardia report minimized the harmful- 
ness of marihuana. A scientific study should be expected to 
report merely what it finds, avoid propaganda and let the public 
do what it will with the results. It is an old, familiar issue 
most sharply brought in focus by the frequent conflicts between 
temperance officials and those scientific workers who study the 
problems of alcoholism. The marihuana laws are adequate to 
suppress its use. (In fact they are so comprehensive as to 
have the indirect effect of obstructing legitimate researches with 
this unique drug.) Enforcement officials manifestly have a 
difficult job with grave responsibilities and it is unfortunate if 
some scientific publications might be thought to operate against 
their efforts. They should, however, have enough support for 
restraining criminal traffic in this drug, since all serious opinions, 
including the La Guardia report, have branded it an undoubted 


nuisance. 
Rosert P. Watton, M.D., Charleston, S. C. 
Professor of Pharmacology, Medical 
College of South Carolina. 
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-SURVEY OF INTEREST IN PHARMA- 
 CEUTICAL DEVELOPMENT 


“0 the Editor:—In a recent survey to obtain indication of 


the probable postwar needs in academic and industrial organi- 
-zations of those whose special interest lies in the development 
and use of drugs, inquiry was made of one hundred and thirty- 
five pharmaceutical’ and drug houses, seventy-seven medical 


schools and eighty-one foundations. Apparently all organiza- 
tions plan to reémploy those on leave for service with the armed 
forces or on leave for other special work, although a compara- 
tively small number will no doubt choose voluntarily to go 
elsewhere. 

Many plans for expansion are being made and opportunities 
will be numerous for those qualified and willing to undertake 
teaching, research and administrative work. Expansion will be 
more extensive in industry than in academic centers, yet repre- 
sentatives of a number of schools anticipate enlargement of their 
institutions. Medical schools can provide full or part time 


teaching and research duties, fellowships, funds for which may 


be supplied by the university, foundation, drug manufacturer 
or other group, and merely space for study and research. 
Pharmaceutical manufacturers can offer several types of work 
depending on the size of the organization: in the plant health 
department, which is responsible for the prevention and treat- 


“ment of accidents and illness arising during employment; in 


the medical department, which is responsible for cprrespon- 
dence with physicians and inquirers, the accuracy of advertis- 
ing claims, initiation of laboratory and clinical investigations ; 
in the research department, in which are initiated studies of 
new drugs, and in the merchandising and promotion depart- 
ment. The men’and women who will undertake work in this 
type of industry may have been trained as pharmacologists, 
bacteriologists, obstetricians, general practitioners, gynecologists, 
pediatricians, internists, pathologists and others. Of course, 
comparatively few of the latter will. practice their special sub- 
jects; their work will depend on. the department:in which they 
are placed or to which they choose to apply their medical 
knowledge. Regardless of the specialty, however, these men 
have received basic medical training which, when coupled with 
a desire and aptitude for writing, research and executive or 
organizational activities, fits them for this type of work. 

Foundations probably will provide fewer opportunities for 
full time work, but they will offer many fellowships. 

Other places for specially trained medical men were not 
investigated, as the questionnaire was not intended to provide 
an exhaustive study. Otherwise, federal agencies such as the 
Food and Drug Administration, Federal Trade Commission 
and the National Institute of Health would have been included 
in the survey, as well as state and local health agencies, insur- 
ance companies, advertising agencies, radio broadcasting stations 
and other organizations. 

Outstanding is the need for pharmacologists. Also in demand 
are individuals qualified to become toxicologists, medical writers, 
medical directors, bacteriologists, parasitologists, chemists and 
physiologists. Other specially trained personnel are also 
desired. The need for increased personnel in university centers 
is obvious. The need is equally obvious among pharmaceutical 
manufacturers, although the reasons for such scientific help are 
different. Of the three hundred institutions queried, about two 
hundred can probably supply well over three hundred additional 
positions, not including the vacancies created by men on leave 
for duty with the armed forces. This does not include fellow- 
ships, as the number which will be available is not possible to 


determine now. 
Austin M.D., Chicago. 


Secretary, Council on Pharmacy and Chemistry, A. M. A. 
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SANITARY DANGERS OF CROSS CON- 
NECTIONS IN PLUMBING 


To the Editor:—The editorial “Sanitary Dangers of Cross 
Connections in Plumbing” outlines a problem which is encoun- 
tered in hospitals where the physical facilities are more than 
15 years old. Few hospitals have an adequate water supply 
as judged by a study of dynamic pressures, so that sanitary 
plumbing is essential for safety. Administrators and hospital 
engineers have become calloused toward the problem, feeling 
that freedom from difficulty in the past indicates that sanitary 
plumbing is a luxury, too expensive to justify modernization 
of existing service. The profession has little knowledge of 
such matters and too often feels that sanitary plumbing has 
esthetic implications but has little to do with good health. 
Local authorities are either apathetic or frustrated by the 
economic implications of correcting the situation. The Ameri- 
can Medical Association can perform an outstanding service 
by sending trained experts into every hospital to inspect 
sterilizers, bath tubs, water closets, steam tables and laundry 
equipment as well as the general plumbing. An _ unbiased 
authoritative report to the trustees should stir most com- 
munities and even bureaucracies to corrective action. 


Cart W. Wa ter, M.D., Boston. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Malpractice: Liability of Corporate Employer for 
Physician-Employee’s Negligence in Preemployment 
Physical Examination and Treatment.—Rannard and his 
wife instituted action for damages for malpractice against the 
Lockheed Aircraft Corporation and a physician in its employ. 
The first cause of action in the complaint alleged that the 
corporation employed the physician defendant in the conduct 
of its business; that Rannard applied to the corporation for 
employment and was found acceptable for employment subject 
to a required physical examination; that the corporation and 
the physician conducted the physical examination negligently, 
carelessly and unskilfully, and that as a direct result of such 
negligence the plaintiff sustained stated damages. The second 
cause of action incorporated the allegations of the first cause 
of action but elaborated on the employee relationship of the 
physician defendant and the corporation, alleging that the physi- 
cian defendant was employed for the purpose of conducting 
physical examinations of applicants for employment and that 
the corporation in hiring and retaining the physician “negli- 
gently failed to select and employ a medical and surgical atten- 
dant physician and surgeon possessed of or capable of exercising 
that degree of care, skill, ability or learning possessed and 
exercised by medical and surgical attendants, physicians and 
surgeons practicing” in that locality. The third cause of action 
incorporated the allegations of the first cause but elaborated on 
the charge as to the negligent physical examination, alleging 
that Rannard was required to submit to such examination as a 
condition precedent to employment and was negligently advised 
by the defendants that it would be necessary for Rannard to 
submit to an operation to correct a purported “double hernia” 
and that Rannard did submit to such an operation performed 
by the physician, which operation was performed in a negli- 
gent, careless and unskilful manner. The final cause of action 
incorporated the substance of the first cause and incorporated 
hy reference the allegations of the third cause with respect 
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to the operation. In addition, the last cause alleged that after 
the operation the physician discontinued his employment with 
the corporation but continued to care for Rannard and that he 
did so negligently and that the corporation participated in and 
took an active part in that negligence and thereby ratified the 
act of the physician. There was a judgment on the pleadings 
in favor of the corporation, apparently on the ground that the 
details of the alleged negligence had not been set out. From 
an order of the trial court denying a new trial the plaintiffs 
appealed eventually to the Supreme Court of California. 

The question here to be determined, said the Supreme Court, 
is whether the judgment on the pleadings in favor of the cor- 
poration was properly granted. In determining this question 
it is necessary to determine the sufficiency of the complaint on 
the same principle as though it had been attacked by general 
demurrer. In other words, only where there is an entire 
absence of some essential allegation may a motion for a judg- 
ment on the pleadings be properly granted. Under the appli- 
cable authorities, it is sufficient for a plaintiff to allege that 
an act was negligently done by the defendant and that it caused 
damage to the plaintiff. This rule has been applied in cases 
involving automobiles, in which it has been held sufficient to 
aver that the defendant negligently operated the vehicle without 
alleging how or in what respect it was done. This rule has 
also been applied in malpractice cases. Dunn v. Dufficy, 194 
Cal. 383, 228 P. 1029; Ragin v. Zimmerman, 206 Cal. 723, 
276 P. 107; McGehee v. Schiffman, 4 Cal. App. 50, 87 P. 290. 
While, in malpractice cases, in addition to general allegations 
of negligence, the complaint may include a recital of certain 
related particulars, that fact does not deflect from the force of 
the general rule that it is sufficient in cases of this class to 
plead that the thing done was negligently done. The application 
of this rule is stated in Abos v. Martyn, 31 Cal. App. 2d 705, 
88 P. 2d 797 as follows: 

It sufficiently appears from this complaint that what was done by this 
defendant was the administration of chiropractic treatments, which treat- 
ments, it was alleged, were negligently administered. Having alleged what 
was done and that the same was negligently done, the complaint was 
sufficient in the absence of a demurrer. While the defendant might have 
insisted upon greater certainty and particularity, he Waived such defects 
by failure to interpose a special demurrer. As against a general demurrer, 
which is what an objection to the introduction of any evidence amounts 
to, the complaint is sufficient. 


Tested by the requirements of the rule referred to, continued 
the court, the complaint in this case must be held sufficient. 
Negligence is expressly alleged with respect to three successive 
stages in medical services rendered Rannard: the diagnosis, the 
operation and the subsequent treatment. In relation to this 
premise of negligence, the complaint further alleges that “as a 
direct and proximate consequence and result” thereof various 
iterns of damage were sustained by the plaintiffs, thus satisfy- 
ing the requirement of pleading “a causal connection between 
the act and the injury.” 19 Cal. Jur. “Negligence,” Sec. 101. 
The complaint here is couched in very general language but, 
as stated in Dunn v. Dufficy, supra: 

All that is required of a plaintiff, as a matter of pleading, even as 
against a special demurrer, is that his conrplaint set forth the essential 
facts of the case with reasonable precision and with sufficient particularity 
to acquaint the defendant with the nature, source and extent of his cause 
of action. 


The details of the specific act or omission on which the plain- 
tiffs rely are matters of evidence which may be shown under 
the scope of the general negligence charge. The standard of 
pleading in negligence cases rests on consideration of fairness 
and convenience in view of the situation of the opposing parties, 
and the rule permitting the pleading of negligence in general 
terms as justified by the fact that the person charged with 
negligence may ordinarily be assumed to possess at least equal, 
if not superior, knowledge of the affair to that possessed by 
the patient. 
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The final question for the court's determination was with 
respect to the liability of the corporation for the alleged mal- 
practice of the physician. The complaint, said the court, sets 
forth the relationship of principal and agent between the cor- 
poration and the physician, expressly charging not only that 
the physician was retained in the employ of the corporation 
in the conduct of and in furtherance of its business but also 
that the physician in rendering the specified medical treatment 
“at all times acted as the agent and employee” of the corpora- 
tion and that the acts of the physician were done in the scope 
of and as a regular and routine part of his usual employment. 
This theory of pleading the joint responsibility of the corpora- 
tion and the physician for the negligent acts of the physician 
was proper in view of the fact that the complaint alleged that 
Rannard was acceptable for employment “subject only to a 
physical examination” by the physician and that after sub- 
mitting to such examination Rannard “as a condition precedent 
to the proposed employment” was required to undergo the 
operation in question. It is clear that the corporation employed 
the physician primarily to protect its own interests rather than 
the interests of the applicant and, under the doctrine of respon- 
deat superior, it is liable for any injury proximately result- 
ing from the malpractice of the physician. As is stated in 
39 Corpus Juris, “Master & Servant,” Sec. 356, pages 244 
and 245: 

Where a physician is employed by the master but the relation of physi- 
cian and patient does not exist between him and the servant, the rule of 
respondeat superior applies and the master may be liable for his negli- 
gence. In any event, in order to hold the employer liable for the negligent 


treatment of the employee, such negligence must be established, and the 
complaint must positively and directly allege the facts imposing liability. 


A case illustrating the application of this rule is Jones v. Tri- 
State Telephone & Telegraph Co., 118 Minn, 217, 136 N. W. 
741, in which the plaintiff employee, who had been injured in 
the course of his employment, was required to submit to the 
taking of certain roentgenograms by a physician hired for such 
purpose by the employer. As a result of exposure to the 
roentgen rays the employee suffered injury. In sustaining the 
liability of the employer, the Minnesota court said: 

The relation of physician and patient did not exist between Dr. Roberts 
and plaintiff. The doctor was the servant of defendant. The case is 
the same, therefore, as if defendant’s manager, or any other agent or 
employee, had inflicted the injury, and the rule of respondeat superior 
applies, rather than the law relative to the liability of a physician or 
surgeon to his patient, or to the liability of a master who employs a 
physician to treat his servant. There can be no doubt that defendant 
wanted the picture for its own purposes, probably as evidence in case 
plaintiff should bring suit against it to recover for the injury. received 
in the accident. 


The fact that here, in contrast to the situation in the Minne- 
sota case, Rannard was a prospective rather than an actual 
employee would not deflect from the force of the general rule 
that the employer is liable for the injury sustained through the 
incompetence or want of skill of the physician acting as the 
employer’s agent primarily in protecting the employer’s interests. 
35 Am. Jur. “Master & Servant,” sec. 111, pages 539, 540. It 
is true that the corporation could not lawfully practice medi- 
cine, but this circumstance does not affect the application of 
the principle of agency. The claim that the subject of the 
agency—the practice of medicine—would constitute an ultra 
vires act by the corporation is of no avail as a premise to 
escape liability voluntarily assumed by the corporation in order 
to gain advantage or benefit for himself. Hedlund v. Sutter 
Medical Service Co., 51 Cal. App. 2d 327, 124 P. 2d 878. 

The court accordingly held that the pleadings in the present 
Case sufficiently stated a cause of action against the corporation 
and accordingly reversed the judgment of the trial court deny- 
ing the plaintiff’s motion for a new trial—Rannard v. Lockheed 
Aircraft Corporation, 157 P. (2d) 1 (Calif., 1945). 
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Medical Examinations and Licensure 


. COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
EXAMINING BOARDS IN SPECIALTIES 


Examinati~s of the National Board of Medical Examiners and 
Examining .»ards in Specialties were published in Tue Jourwat, 
May 26, page 308. 

BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Montgomery, June 26-28. Sec., Dr. B. F. Austin, 519 
Dexter Ave., Montgomery 4 
F ALASKA: Juneau, September. Sec., Dr. W. M. Whitehead, Box 561, 
uneau, 

Arizona:* Phoenix, July 5-6. Sec., Dr. J. H. Patterson, 826 
Security Bldg., Phoenix. 

Arkansas: * Eclectic. Little Rock, June 7. Sec., Dr. C. H. Young, 
1415 Main St., Little Rock. Medical. Little Rock, June 7-8. Sec., Dr. 
D. L. Owens, 701 Main St., Little Rock. 

Cacrrornta: Oral. Los eK Aug. 11. Written. San Francisco, 
July 9-12. Sec., Dr. Frederick N. Scatena, 1020 N St., Sacramento 14. 

Cotorapo:* Denver, July 3-7. Final date for filing application is 
June 18. Sec., Dr. J. B. Davis, 831 Republic Bldg., he eg 

Connecticut: * Homeopathic. New Haven, July 10-11. Sec., Dr. 
» H. Evans, 1488 Chapel St., New Haven. Medical. Examination. 

ew_Haven, July 10-11. Endorsement. New Haven, July 24. Sec. to 
the Board, Dr. Creighton Barker, 258 Church St., New Haven. 

Detaware: Examination. Dover, July 10-12. Reciprocity. Dover, 
July 17. Sec., Medical Council of Delaware, Dr. J. S. McDaniel, 229 
S. State St., Dover. 

District oF CoLumsta: * Mt. Sec., 
Commission on Licensure, Dr. G. C. Ruhland, 6150 E. Municipal Bldg., 
Washington 1. 

Froripa: * Jacksonville, Jume 25-26. Sec., Dr. Harold D. Van Schaick, 
2736 S. W. Seventh Ave., Miami 36. 

Ipano: Boise, July 10. Dir., Bureau of Occupational Licenses, Miss 
Agnes Barnhart, 355 State Capitol Bidg., Boise. 

Itt1noIs: Chicago, June 26-28. Superintendent of Registration, Depart- 
ment of Registration and Education, Mr. Philip Harman, Springfield. 
INDIANA: aathe ¢ Aug. 28-30. Sec., Board of Medical Registra- 
tion & Examination, Dr. W. C. Moore, 301 State House, Indianapolis 4. 

Kansas: Kansas City, June 26-27. Sec., Board of Medical Registration 
& Examination, Dr. J. F. Hassig, 905 N. Seventh St., Kansas City 10. 

Kentucky: Louisville, Jume 18-20. Sec., State Board of Health, 
Dr. Philip E. Blackerby, 620 S. Third St., Louisville 2. 

Lovtstana: June 14-16. Sec., Dr. R. B. Harrison, 1507 Hibernia 
Bank Bldg., New Orleans 12. 

Maine: Augusta, July 10-11. Sec., Board of Registration of Medicine, 
Dr. A. P. Leighton, 192 State St., Portland. 

Marytanp: Medical. Baltimore, June 19-22. Sec., Dr. J. T. O'Mara, 
1215 Cathedral St., Baltimore. Homeopathic. Baltimore, June 19-20. 
Sec., Dr. J. A. Evans, 612 W. 46th St., Baltimore. 

MassacHuUSETTS: Boston, July 10-13. Sec., Board of Registration in 
Medicine, Dr. H. Q. Gallupe, 413-F. State House, Boston. 

Micuican:* Detroit, June 26-28. Sec., Board of Registration in 
Medicine, Dr. J. E. McIntyre, 100 W. Allegan St., Lansing 8. 

Minnesota: * Minneapolis, June 19-21. Sec., Dr. J. F. DuBois, 
230 Lowry Medical Arts Bldg., St. Paul 2. 

MisstsstpP1: Jackson, June 25-26. Asst. Sec., State Board of Health, 
Dr. R. N. Whitfield, Jackson 113. 

Missourr: St. Louis, June 7-9. Sec., State Board of Health, Miss 
Lucy Motley, State Capitol Bldg., Jefferson City. 

Montana: Helena. Oct. 1-3. Sec., Dr. O. G. Klein, First Nat’l.: 
Bank Bldg., Helena. 

Nesraska: * Omaha, June 19-21. Final date for filing application is 
June 4. Dir., Bureau of Examining Boards, Mr. Oscar F. Humble, 1009 
State Capitol Bldg., Lincoln 9. 

New Jersey: Trenton, June 19-20. Sec., Dr. E. S. Hallinger, 28 W.' 
State St., Trenton. 

“ Nortn Dakota: Grand Forks, July 3. Sec., Dr. G. M. Williamson, 
4% S. Third St., Grand Forks. 

Oxo: Endorsement. Columbus, July. Examination. Columbus, June 
18-21. Sec., Dr. H. M. Platter, 21 Broad St., Columbus. 

Oxtanoma:* Oklahoma City, June 14-16. Sec., Dr. J. D. Osborn, Jr., 
Frederick. 

Soutn Carotina: Columbia, June 25-27. Sec., Dr. N. B. Heyward, 
1329 Blanding St., Columbia. 

South Daxota:* Pierre, July 17-18. Sec., Medical Licensure, State 
Board of Health, Dr. Gilbert Cottam, State Capitol, Pierre. 

Texas: Galveston, June 4-6. Houston, July 17-19. Sec., Dr. T. J. 
Crowe, 918-20 Texas Bank Bldg., Dallas 2. 

Vermont: Burlington, June. Sec., Dr. F. J. Lawliss, Richford. 

Vircinta:* Richmond, June 20-23. Sec., Dr. J. W. Preston, 30% 

ASHINGTON: eattle, July ent icenses, 
Miss Nell Adams, Olympia. 

West Vrircinta: Charleston, July 5-7. Commissioner, Public Health 
Council, Dr. John E. Offner, State Capitol, Charleston 3. 

Wisconsin: *_ Milwaukee, June 26-28. Sec., Dr. C. A. Dawson, 
Tremont Bldg., River Falls. 

Wyominc: Cheyenne, June 4-5. Sec., Dr. G. M. Anderson, Capitol 
Bldg., Cheyenne. 


_ * Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Cotorapo: Denver, June 6-7. Sec., Dr. Esther B. Starks, 1459- 
Ogden St., Denver. 

CONNECTICUT: — 9. Address State Board of Healing Arts, 250 
Church St., New Haven 10. 

MINNESOTA: Mlaneapein, {use 5-6. Sec., Dr. J. C. McKinley, 126 
Millard Hall, University o innesota, patupeapolis 14, 

Lomag Portland, July 7. Sec., Mr. C. D. Byrne, University of 

on, Eugene. 
Sours Dakota: Yankton, June 19. Sec., Dr. G. M. Evans, Yankton.. 
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Current Medical Literature 


AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1935 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


American Heart Journal, St. Louis 
29: 143-280 (Feb.) 1945 


Clinical and Theoretical Considerations of Involvement of Left Side of 
Heart with Echinococcal Cysts: Review of Literature, with Report 
of 5 New Cases, Including 1 Observed by Authors. J. H. Peters, 
L. Dexter and S. Weiss.—p. 143. 

Heart Disease in the South: I. Statistical Study of 1,045 Cardiac 
Deaths. Alice B. Holoubek.—p. 168. 

*Incidence of Heart Disease and Rheumatic Fever in School Children 
in Three Climatically Different California Communities. J. J. Samp- 
son, P. T. Hahman, W. L. Halverson and Margery C. Shearer. 
—p. 178. 

*Coronary Occlusion After Fever Therapy for Sulfonamide Resistant 
Gonorrheal Urethritis. A. M. Harvey and F. T. Billings.—p. 205. 
Periodic Changes in Form of P Waves in Partial Heart Block. D. 

Scherf.—p. 213. 

Negative Displacement of RS-T Segment in Electrocardiogram and Its 
Relationships to Positive Displacement: Experimental Study. C. C. 
Wolferth, S. Bellet, Mary M. Livezey and F. D. Murphy.—p. 220. 

Treatment of Orthostatic Hypotension, with Particular Reference to 
Use of . Desoxycorticosterone. R. Gregory.—p. 246. 

Heart Disease and Rheumatic Fever.—The school popu- 
lations of three California communities with different climates 
were surveyed for the incidence of heart disease, rheumatic fever, 
functional heart murmurs and hypertension. Rheumatic fever 
and rheumatic heart disease occur in the warm dry climate of 
Redlands in a degree comparable to cities with mild temperate 
climates, such as Cincinnati and San Francisco. Susanville, a 
mountain community with average humidity and precipitation 
but with wide extremes of winter and summer temperatures, 
presented a high incidence of rheumatic fever and rheumatic 
heart disease, comparable to the incidence in the northeastern 
United States or Great Britain. Eureka, with a uniformly cool 
climate and high precipitation, presented an unusually high 
incidence of rheumatic disease, especially of valvulitis. Certain 
statistical relations seem to exist between rheumatic disease and 
age, sex, race and housing. Questionable relations exist to diet 
and to a history of scarlet fever. Definite relation of functional 
murmurs to any physical, symptomatic or environmental influ- 
ences, such as age, shape of chest or nutritional state, was not 
found. 

Coronary Occlusion After Fever Therapy.—Harvey and 
Billings used fever therapy in the treatment of 85 young men 
with chronic gonococcic urethritis resistant to sulfonamide 
therapy. Three patients aged 24, 19 and 25 respectively 
developed electrocardiographic changes typical of occlusion of 
a coronary artery after fever therapy. In 1 case there were 
never any symptoms referable to the heart, and in the other 
2 they were relatively mild and the illness was never serious. 
Electrocardiograms in each case showed progressive changes 
similar to those which occur with occlusion of the anterior 
descending branch of the left coronary artery. In 2 cases 
definite T wave changes were still present eight and ten weeks 
after the onset. In the third case a record made fifteen weeks 
after the therapeutic hyperpyrexia revealed normal T waves. 
Subsequently, in 15 cases, records were made routinely before 
and for three days after therapeutic hyperpyrexia. In 2 of 
these the electrocardiograms showed a coronary type of ST 
segment and T wave change within twenty-four hours, which 
persisted for several days but then reverted to normal. Neither 
patient had complaints referable to the cardiovascular system. 
In several others a transient cardiac arrhythmia was observed 
in addition to minor changes in the ST segments and T waves. 


American Journal of Clinical Pathology, Baltimore 
14:593-626 (Dec.) 1944 


Immunity in Malaria. W. H. Taliafero—p. 593. 

Studies of Urobilinogen: IV. Quantitative Determination of the Uro- 
bilinogen by Means of the Evelyn Photoelectric Colorimeter. S. 
Schwartz, V. Sborov and C. J. Watson.—p. 598. 

Id.: V. Simple Method for Quantitative Recording of Ehrlich Reaction 
as Carried Out with Urine and Feces. C. J. Watson, S. Schwartz, 
V. Sborov and Elizabeth Bertie.—p. 605. 

Isoimmunization to Factor P by Blood Transfusion. A. S. Wiener and 
L. J. Unger.—p. 616. 


American Journal of Medical Sciences, Philadelphia 
209:281-420 (March) 1945 


Clinical Observations on Outbreak of Jaundice Following Yellow Fever 
Vaccination. J. M. Hayman and W. A. Read.—p. 281. . 

Anaerobic Septicemia: Report of 6 Cases with Clinical, Bacteriologic 
and Pathologic Studies. J. D. Reid, G. E. Snider, E. C. Toone and 
J. S. Howe.—p. 296. 

Coincidence of Allergic Disease, Unexplained Fatigue, and Lymph- 
adenopathy: Possible Diagnostic Confusion with Infectious Mono- 
nucleosis. T. G. Randolph and R. A. Hettig.—p. 306. 

Use of Bromsalizol in Lengthening Effect of Sympathetic Nerve Block. 
F. C. Lee, D. I. Macht and R. Z. Pierpont.—p. 314. 

Spermatogenic Activity of Various Steroids. G. Masson.—p. 324. 

Meigs Syndrome in Case of Multilocular Pseudomucinous Cystadenoma 
of. Ovary. J. Millett and J. Shell—p. 327. 

Relation Between Cell Pack (Hematocrit) Volumes and Lymphocyte 
Counts. F. T. Jung, O. E. Hepler and M. S. Maynard.—p. 336. 
Pernicious Anemia and Carcinoma of Stomach Autopsy Studies Con- 
cerning Their Interrelationship. H. S. Kaplan and L. G. Rigler. 

—p 339. 

Coronary Insufficiency Revealed by Ectopic Nodal and Ventricular 
Beats in Presence of Left Bundle Branch Block. E. Simonson, N. 
Enzer and J. S. Goodman.—p. 349. 

Large Interauricular Septal Defect, with Particular Reference to Diag- 
nosis and Longevity: Report of 2 New Cases. J. B. Burrett and 
P. D. White.—p. 355. 

Developments in Arthritis. R. Pemberton.—p. 364. 

*Poliomyelitis in Pregnancy. M. J. Fox and L. Sennett.—p. 382. 


Poliomyelitis in Pregnancy.—During the epidemic of 
poliomyelitis in 1943, 6 women with poliomyelitis were admitted 
to the Milwaukee Isolation Hospital. The fact that 4 were 
pregnant seems to indicate that pregnancy increases suscepti- 
bility to poliomyelitis. Increased susceptibility to poliomyelitis 
in pregnancy may be due to the change in ovarian secretion at 
that time, although pituitary dysfunction and fetal hormones 
upsetting the mother’s balance may also be suspected. In the 
4 cases of poliomyelitis complicating pregnancy at the Mil- 
waukee Isolation Hospital, delivery of 2 normal children and 
examination of 1 fetus in a dead mother confirmed the opinion 
that poliomyelitis in the mother has not affected the newborn 
child, nor does it prevent normal spontaneous delivery. 


American Journal of Public Health, New York 


35:191-298 (March) 1945 


Changing Challenges of Public Health. C.-E. A. Winslow.—p. 191. 

Bacteriologic Improvements Obtained by Practice of Break-Point Chlori- 
nation. A. E. Griffin and N. S. Chamberlain.—p. 199. 

Influence of Psychologic Factors on Nutrition of Children. M. J. E. 
Senn.—p. 211. 

Accident Prevention—An Essential Public Health Service: Program 
Developed by Subcommittee on Accident Prevention, Committee on 
Administrative Practice, American Public Health Association. D. B. 
Armstrong and others.—p. 216. 

Nursing Records in Industry. Anna M. Fillmore.—p. 221. 

Destruction of Water Borne Cysts of Entameba Histolytica by Syn- 
thetic Detergents. G. M. Fair, Shih Lu Chang, Margery P. Taylor 
and Margaret A. Wineman.—p. 228. 

Value of Typing Meningococci. Sara E. Branham.—p. 233. 

Industrial Health Program for Federal Employees. V. K. Harvey. 
—p. 239. 

Future Implications of Nutritive Value of American Wartime Diet. 
F. G. Boudreau.—p. 243. 

Current Tuberculosis Statistics in the United States. Mary Dempsey. 
—p. 248. 

Engineering Technic Applied to Restaurant Sanitation. W. S. Johnson. 
—p. 257. 

*Sanitary Aspects of Control of 1943-1944 Epidemic of Dengue Fever 
in Honolulu. W. E. Gilbertson.—p. 261. 


Sanitary Aspect of Control of Dengue.—Gilbertson says 
that dengue again made its appearance in epidemic form in 
Honolulu, Territory of Hawaii, in 1943, after an absence of 
over thirty years. The supposition that the disease was 
imported from the Southwest Pacific is based on the knowl- 
edge of the cases of 2 airline pilots who were hospitalized with 
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dengue in Honolulu after arrival from Suva, Fiji Islands, where 
an epidemic of dengue had been reported. The Honolulu dengue 
epidemic is believed to be one of few outbreaks of such pro- 
portions to be suppressed largely by mosquito control. Sanitary 
controls used were (1) citywide premise to premise inspections 
to reduce incidence of the vectors, Aedes aegypti (Linneas) and 
Aedes albopictus (Skuse), (2) comprehensive exterior-interior 
spraying to eliminate foci of dengue infection and (3) public 
education to urge householders to prevent mosquito breeding 
on their premises. Aedes breeding indexes were satisfactorily 
reduced by these efforts, while simultaneous spray work 
destroyed adult mosquitoes in zones of high dengue incidence. 
Comprehensive spray treatment of the epidemic foci was fol- 
lowed by a sharp reduction in cases. A total of 1,498 civilian 
cases occurred from July 1943 through June 1944, less than 
0.7 per cent of the population contracting the disease. 


Am. J. Syphilis, Gonorrhea and Ven. Dis., St. Louis 
29:141-280 (March) 1945 

*Acute Syphilitic Meningitis Treated with Penicillin. R. A. Nelson and 
L. Duncan.—p. 141. 

*Experimental Investigation of Etiology and Immunology of Granuloma 
Inguinale. Katherine Anderson, W. A. DeMonbreun and E.-W. Good- 
pasture.—p. 165. 

Sobisminol Mass in Treatment of Syphilis. C. W. Barnett and W. M. 
Meininger.—p. 174. 

Chemotherapy of Syphilis. J. E. Moore.—p. 185. 

Effect of Sodium Hydroxide on Biologic Falsely Positive and Anti- 
complementary Serologic Reactions in Syphilis. H. Brown, J. A. 
Kolmer and Elsa R. Lynch.—p. 200. 

Relative Activity of Partially Purified Penicillin and of Crystalline 
plot rg G on Treponema Pallidum. W. B. Dunham and G. Rake. 
—p. 214. 

Syphilitic Meningitis, Treated with Penicillin—Nelson 
and Duncan report the effects of intramuscular injections of 
sodium penicillin on acute syphilitic meningitis in 10 patients 
treated at the Johns Hopkins Hospital. The total amount of 
penicillin administered varied from 600,000 to 4,000,000 units ; 
the duration of treatment varied from seven and one-half to 
eleven days. The treatment schedule advised for acute syphilitic 
meningitis is a total dosage of 2,000,000 to 3,000,000 Oxford 
units of penicillin administered every three to four hours day 
and night for from eight to sixteen days. Although penicillin 
does not appear in the cerebrospinal fluid even after frequent 
intramuscular administration, the drug is effective in acute 
syphilitic meningitis when given by the intramuscular route. 
None of the 10 patients treated have so far developed evidence 
of clinical relapse, though 1 has shown relapse in the spinal 
fluid. 

Etiology and Immunology of Granuloma Inguinale.— 
Anderson and her associates report experiments in which a 
micro-organism having morphologic identity with the Donovan 
body and specific antigenic relationship to patients with granu- 
loma inguinale has been isolated and serially cultivated in the 
yolk of developing chick embryos. The Donovan micro- 
organism has been isolated and cultivated from 3 cases of 
granuloma inguinale. From the cultured strain a_ bacterial 
antigen has been prepared that elicits an apparently specific 
skin reaction in patients with the disease. A’ so-called capsular 
substance, precipitable from infected embryonic yolk, fixes com- 
plement and gives a positive precipitation test in combination 
with patient’s serum and also stimulates a skin reaction in 
patients with granuloma inguinale. Successful cultivation of 
the Donovan micro-organism depends on the isolation of uncon- 
taminated pieces of human tissue infected with Donovan bodies. 
The Donovan micro-organism survives in extirpated human 
tissue as long as ninety-six hours at 37 C. This permits the 
isolation of uncontaminated bits of recently removed infected 
tissue on the surface of a solid medium that would indicate con- 
taminants by the gross appearance of colonies. Ordinary blood 
agar plates or slants were satisfactory in this initial step of isola- 
tion. With the elimination of contaminated fragments of tissue, 
Donovan bodies in a pure state in human tissue can be intro- 
duced into the yolk of developing chick embryos 5 to 6 days 
old, where they find a favorable invironment for growth. 
Although multiplication proceeds slowly, a small inoculum will 
initiate a pure culture. . 
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American Review of Tuberculosis, New York 
§1:205-294 (March) 1945 


*Pulmonary Alveolar Adenomatosis in Man: Is This the Same Disease 
- as Jaagsiekte in Sheep? D. A. Wood and P. A. Pierson.—p. 205. 
Congenital Tuberculosis: Its Clinical Importance. E. Lowenstein.—p. 225. 
Frequency of Tuberculous Lesions at Autopsy: Some Epidemiologic 

Inferences (Second Report). K. E. Landé and G. Wolff.—p. 231. 

Pathogenic Components of Tubercle Bacillus: Discussion of Recent 
Advances in Certain Fields of Tuberculosis Research and Postulation 
of Specific Component of Tubercle Bacillus Determining Virulence. 
G. Middlebrook.—p. 244. 

Promin in Experimental Tuberculosis: Effects of Prolonged Treatment 
with Sodium P,P’-D’aminodiphenylsulfone-N,N’-Didextrose Sulfonate 
(Promin) on Subsequent Reinfection. W. H. Feldman and H. C. 
Hinshaw.—p. 268. 

Types of Tubercle Bacilli in Birds and Mammals: Their Incidence, 
Isolation and Identification. A. M. S. Stadnichenko, H. C. Sweany 
and J. M. Kloeck.—p. 276. 

Pulmonary Alveolar Adenomatosis.—A woman aged 57 
had presented pulmonary symptoms for two years. Dyspnea 
with an initial dry cough gradually becoming productive con- 
stituted a prominent feature of the disease. Thin walled tension 
cayities developed in the right lower lobe. One of the cavities 
was opened surgically, sulfanilamide powder was instilled into 
the wound and the wound was tightly closed. The lesions in 
the lobectomy specimen resembled those of a noncaseating dis- 
seminated miliary tuberculosis. The most prominent micre- 
scopic feature. was the multicentricity of hyperplastic columnar 
epithelial cells lining the alveolar walls, showing all degrees of 
proliferation from simple lining to papillary. and cystadenoma- 
tous arrangements. Adenomatosis was: confined to the right 
lower lobe for over a year. Foci were found in the other lobes 
post mortem. An adenoacanthoma of the uterine cervix was 
discovered three months prior to the patient's death. It had 
resulted in numerous distant metastases, most of which were 
below the diaphragm. Wood and Pierson are of the opinion 
that the uterine cancer developed independently of the pulmo- 
nary lesion. 


Annals of Internal Medicine, Lancaster, Pa. 


22:335-474 (March) 1945 


*Hyperthyroidism and Thiouracil. .M. Virginia Palmer.—p. 335. 
*Use of Thiouracil in Preoperative. Preparation, of Patients with Severe 
Hyperthyroidism. E. C. Bartels.—p. 365. 

*Intercapillary Glomerulosclerosis. I. I. Goodof.—p. 373. 

Treatment of Arthritic Pain with Demerol: New Synthetic Analgesic. 
R. C, Batterman.—p. 382. 

Severe Asthmatic Dyspnea as Sole Presenting Symptom of Generalized 
Endolymphatic Carcinomatosis: Report of 2 Cases with Autopsy Find- 
ings and Review of Pertinent Literature. A. I. Mendeloff.—p. 386. 

“Chokes”: Respiratory Manifestation of Aeroembolism in High Altitude 
Flying. E. V. Bridge, F. M. Henry, O. L. Williams and J. H. 
Lawrence.—p. 398. 

Primary Atypical Pneumonia: Critical Analysis of 500 Cases. 
pel, I. M. Waggoner and O. S. McCown Jr.—p. 408. 
Hyperthyroidism and Thiouracil.—Palmer reports obser- 

vations on 50 unselected patients treated with thiouracil. 
Twenty-two of these had received the drug for a minimum of 
three months, but only 6 had received it for as long as nine 
months. The only criterion for treatment was that the basal 
metabolic rate had to exceed +30 per cent. Five of the 
patients had had one or more partial thyroidectomies. Twenty- 
two patients had received previous treatment with iodine, the 
results being unsatisfactory. The dosage schedule, which was 
arrived at without determination of blood concentration, was as 
follows: 0.1 Gm. of thiouracil every three hours for three days, 
0.1-Gm. every four hours for three to six days and then 0.5 or 
0.4 Gm. daily until clinical improvement is sustained. It is 
probable that 0.6 Gm. of thiouracil is the optimal maximum 
daily dose. With each dose of thiouracil 10 grains (0.65 Gm.) 
of sodium bicarbonate was given. All the patients treated dur- 
ing the past five months have received 100 mg. daily of ascorbic 
acid and also liver extract. Capsules of multivitamin concen- 
trates were given two to three times a day. Every patient now 
receives thyroxin or desiccated thyroid. The thiouracil treat- 
ment failed in none of the patients, but some responded more 
satisfactorily than others. In general the higher the initial basal 
metabolic rate, the more dramatic was the response. It is 
believed that vitamins, sedation and rest enhance the efficiency 
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of thiouracil but have little intrinsic curative properties. There 
is a trend toward a normal endocrine balance on thiouracil 
therapy alone, but the restoration is brought about more com- 
pletely and with less unpleasant side reactions when thyrojd 
substance is given in combination with thiouracil. The patient 
coming to operation is treated in the same manner as one with 
simple colloid goiter, with the exception that measures are taken 
to .control the greater vascularity encountered in a thyroid 
treated with thiouracil. 


Thiouracil in Preoperative Management of Hyper- 
thyroidism.—Thiouracil has been used at the Lahey Clinic 
in the preoperative management of 64 patients with hyper- 
thyroidism. Fifty of the patients had primary hyperthyroidism 
or exophthalmic goiter and 14 patients had adenomatous goiter 
with hyperthyroidism. The duration of hyperthyroidism ranged 
from three months to fifteen years. The initial basal metabolic 
rate varied from + 21 per cent to +98 per cent, the average 
rate being +51 per cent. Fifteen patients with adenomatous 
goiter were classified as thyrocardiac, having either heart failure 
or auricular fibrillation without heart failure. When thiouracil 
is used, maximum improvement must be striven for; patients 
should not be sent to operation until a normal or nearly normal 
basal metabolic rate is recorded. Unfavorable results in 2 cases 
of partial preoperative control with thiouracil has induced the 
authors to continue daily administration of 0.6 Gm. of thiouracil 
until the basal metabolic rate is practically normal and hyper- 
thyroid symptoms have subsided. Approximately one day of 
treatment with thiouracil is required for each per cent of 
elevation in the basal rate. When the first patients receiving 
thiouracil underwent thyroidectomy the gland was found to be 
soft and friable, and bleeding was so extensive that there was 
difficulty in carrying out the usual surgical technic. The 
difficulty was overcome when Lugol’s solution was administered 
with thiouracil. Thiouracil is given until the basal metabolic 
rate approaches + 20 per cent, when iodine is started. It is 
continued for three weeks preoperatively, the thiouracil being 
discontinued one week before operation. This method produced 
a satisfactory state of involution, as determined at operation 
and by microscopic examination. Thiouracil is valuable in the 
preoperative management of hyperthyroidism. 


Intercapillary Glomerulosclerosis.—Goodof observes that 
a history of diabetes mellitus was recorded in 214 of 10,000 
consecutive necropsies performed at Washington University 
School of Medicine from 1910 to 1942. Microscopic sections 
of the kidneys and pancreas were studied. In all cases showing 
evidence of intercapillary glomerulosclerosis or of hyalinization 
of the islands of Langerhans, additional sections were prepared 
and stained with Heidenhain’s aniline blue. Several series of 
controls were selected. One of these included 214 patients 
without diabetes mellitus. This group was chosen so that the 
ages corresponded with those of the test series. Another con- 
trol series was composed of 100 consecutive nondiabetic patients 
in whom the kidneys showed arteriolar disease. To study the 
part played by age in the development of intercapillary glo- 
merulosclerosis, 50 nondiabetic patients over 70 years of age 
were examined, and a similar number from 5 to 20 years of 
age. On the basis of these investigations it appears that inter- 
capillary glomerulosclerosis occurs in 44 per cent of diabetic 
patients. Women are more likely to show the lesion than men, 
in a ratio of 10:7. It is more prevalent in patients whose 
diabetes is of long duration, and who are in older age groups. 
There is no association with insulin treatment. Thirty per cent 
of nondiabetic persons over 70 years of age have mild lesions 
of intercapillary glomerulosclerosis. None are present in a 
group of nondiabetic patients between 5 and 20 years of age. 
Mild lesions are present in 10 per cent of the population as a 
whole. Advanced lesions are present only in patients with 
diabetes mellitus. Clinically, the diagnosis of intercapillary 
glomerulosclerosis is justified in a patient who has had mild 
or moderately severe diabetes mellitus for a considerable period, 
usually over six years, who excretes albumin in the urine 
without evidence of other renal disease to account for the 
albuminuria. 


Archives of Neurology and Psychiatry, Chicago 
53:165-256 (March) 1945 


Visual Disturbances Produced by Bilateral Lesions of Occipital Lobes 
with Central Scotomas. M. B. Bender and L. T. Furlow.—p. 165. 
Vasothrombosis of Central Nervous System: Characteristic Vascular Syn- 
drome Caused by Prolonged State of Vasoparalysis. I. M. Scheinker. 

—p. 171. 

Polyradiculoneuritis with Albuminocytologic Dissociation: Pathoanatomic 
Report of 3 Cases. K. Lowenberg and D. B. Foster.—p. 185. 

Lesions in Brain Associated with Malaria: Pathologic Study on Man 
and on Experimental Animals. R. H. Rigdon and D. E. Fletcher. 
—p. 191. 

Characteristic Roentgenographic Changes Associated with Tuberous 
Sclerosis. W. W. Dickerson.—p. 199. 

Hemifacial Spasm: Review of 106 Cases. G. Ehni and H. W. Woltman. 


—p. 205. 

*Metrazol and Electric Convulsive Therapy of Affective Psychoses: 
Controlled Series of Observations Covering Period of Five Years. 
E. Ziskind, Esther Somerfeld-Ziskind and L. Ziskind.—p. 212. 

Carcinoma of Uterine Fundus with Metastasis to Brain: Report of 
Case. G. B. Hodge and H. F. Steelman.—p. 218. 

Causalgia: Report of Recovery Following Relief of Emotional Stress. 
J. Lidz and R. L. Payne Jr.—p. 222. 

*Erotomania (Nymphomania) as Expression of Cortical Epileptiform 
Discharge. T. C. Erickson.—p. 226. ; 
Metrazol and Electric Shock in Psychoses.—The Zis- 

kinds present a comparison of treated and untreated patients 
with affective psychoses who were seen in private practice 
between 1938 and 1943. Of 88 patients treated the first 58 
received metrazol and the other 30 were given electric shock 
therapy. The untreated control group included 109 patients, of 
whom 43 refused convulsive therapy, 50 had symptoms which 
were too mild to warrant this treatment and 16 had physical 
disease which contraindicated the method. The follow-up 
results were full remission in 90 per cent of the treated patients 
and in 75 per cent of the untreated! patients. In the untreated 
patients there were nine deaths from suicide and four deaths 
from exhaustion, as compared with one death from suicide in 
the series of treated patients. Two patients with heart disease 
died during treatment. The incidence of ultimate full remis- 
sion for patients with the longest period of follow-up observa- 
tion (from June 1938 to June 1941) was about the same (88 and 
86 per cent) for treated and for untreated patients respectively, 
provided the deaths were omitted from each series. New 
attacks occurred with almost equal frequency in the control 
and in the treated series. Thus the tendency to recurrence is 
apparently not influenced by treatment. Subconvulsive doses, 
incomplete therapy and old age are unfavorable factors. Sub- 
convulsive reactions should be avoided. The benefits of con- 
vulsive therapy are to be gaged by the reduced period of illness 
and the decreased number of deaths. The treatment in itself 
is not responsible for any greater incidence of recovery than 
that which occurs spontaneously if the patient is shielded from 
death by suicide or exhaustion. 


Erotomania as Expression of Epileptiform Discharge. 
—Erotomania as the initial manifestation of a cortical epilepti- 
form discharge has not previously been described. Erickson’s 
patient, a woman, began to manifest nymphomania in parox- 
ysms of short duration at the age of 43. For two years she 
presented no symptoms other than the nymphomania. The 
significance of this symptom was evident only when the same 
sensory experience was followed by jacksonian seizures and 
finally by progressive hemiplegia.. Examination finally revealed 
the presence of a neoplasm causing excitation of the topical 
projection of the genital structures in the right paracentral 
lobule. A year after operative removal of the neoplasm the 
nymphomania had disappeared. 


Bulletin of Johns Hopkins Hospital, Baltimore 
76:1-60 (Jan.) 1945 


*Experimental Nonparalytic Poliomyelitis: Frequency, Range of Patho- 
logic Involvement. D. Bodian and H. A. Howe.—p.:1. 

*Further Observations on Presence of Poliomyelitis Virus in Human 
Oropharynx. H. A. Howe, D. Bodian and H. A. Wenner.—p. 19. 

Performance in Relation to Environmental Temperature: Reactions of 
Normal Young Men to Hot, Humid (Simulated Jungle) Environment. 
L. W. Eichna, W. B. Bean, W. F. Ashe and M. Nelson.—p. 25. 


Experimental Nonparalytic Poliomyelitis.—A series of 
37 monkeys inoculated intracerebrally with material from throat 
swabs of poliomyelitic patients were examined histopathologi- 
cally to make certain that nonparalytic poliomyelitis was not 
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missed as well as to confirm the clinical diagnosis of poliomye- 
litis in the paralytic monkeys. Ten of the 37 monkeys suffered 
attacks of poliomyelitis. Of these, 9 were paralyzed and 1 had 
a nonparalytic infection. The pathologic findings in all cases 
were typical of poliomyelitis. The occurrence of 1 nonparalytic 
infection in a total of 10 monkeys inoculated intracerebrally is 
to be compared with a similar frequency of nonparalytic infec- 
tions in monkeys inoculated intranasally with human and chim- 
panzee stools (human stools, 45 paralytic and 5 nonparalytic; 
chimpanzee stools, 43 paralytic and 7 nonparalytic). Sixteen 
of the 23 negative animals examined histologically presented 
scattered perivascular infiltrations in the pia mater, which were 
interpreted as nonspecific reactions to the inoculation. Cord 
passage to 2 normal rhesus monkeys in each of 7 of these cases 
gave a negative result. The range of pathologic involvement 
in nonparalytic infections, as in paralytic cases, was found to 
be wide. 

Poliomyelitis Virus in Oropharynx.—Howe and his col- 
laborators state that poliomyelitis virus was recovered from 
half of 14 patients hospitalized in New Haven in 1943. In 
20 cases studied in 1943 in New Haven and of 16 in Chicago 
the virus was recovered in 10, or 28 per cent. This figure 
gives little idea of the factors actually involved. In the 20 New 
Haven cases virus was isolated from 8 (40 per cent), while in 
the 16 cases of the Chicago series virus was found in only 2, 
or 12 per cent. This disparity is explained by the fact that in 
no instance was virus isolated after the third day of the disease. 
The apparently unfavorable result in the Chicago series was 
occasioned by the fact that two thirds of the swabs were 
obtained between the fourth and the ninth day of illness, whereas 
two thirds of the New Haven material was collected by the 
third day. 


California and Western Medicine, San Francisco 


62:51-102 (Feb.) 1945 


Malpractice Actions: Who Starts Them? L. J. Reagan.—p. 55. 
Prepaid Medical Service Planning. N. O. Gunderson.—p. 57. 


62: 103-152 (March) 1945 


Compulsory Health Insurance: Radio Broadcast on Laws Submitted to 
California Legislature. S. K. Cochems.—p. 108. 

Diagnosis of Industrial Poisoning. Alice Hamilton.—p, 110. 

Limitations of Objectives in Psychotherapy. J. S. Kasanin.—p. 113. 

Endemic Typhus Fever in Southern California. H. E. Meleney and 
R. S. French.—p. 116. , 

Maduremycosis of Ankle: Report of Case. D. A. Wood.—p. 119. 


Canadian Medical Association Journal, Montreal 
§2:227-326 (March) 1945 


Medical Survey of Nutrition in Newfoundland. J. D. Adamson and 
others.—p. 227. 

Interesting Neuropathic Joint. F. R. Tucker.—p. 251. 

*Prevention, Treatment and End Results of Meningitis. N. Silverthorne. 


—p. 252. 

Some Essentials in Examination of Ear. G. E. Hodge and E. E. 
Scharfe.—p. 256. 

Pseudo Right Indirect Inguinal Herniae. A. M. Vineberg.—p. 263. 

Calcium Content of Samples of Commercial Bread. E, W. McHenry. 
—p. 265. 

Observations on Health Insurance. J. A. Hannah.—p. 268. 

Industrial Medicine and Respiratory Diseases. G. J. Wherrett.—p. 271. 

Treatment of Simmonds’ Disease with Male Sex Hormones. M. M. 
Cantor.—p. 275. 

Report of No. 1 Canadian Neuropsychiatric Wing. G. S. Burton. 
—p. 278. 

Allergic Manifestations of Newborn Period. G. A. Campbell.—p. 280. 

Maxillary Sinusitis of Dental Origin. M. K. MacGougan.—p. 283. 


Meningitis.—Silverthorne reviews 166 cases of influenzal 
meningitis and 271 cases of meningococcic infection (all bac- 
teriologically proved) which were observed at the Hospital for 
Sick Children in Toronto between 1919 and 1944. The use of 
sulfonamides has been the most important method of treatment 
shortening the course and reducing the fatality. Influenzal 
meningitis has been sporadic in its occurrence. Meningococcic 
infections were sporadic until 1939, but from 1940 to 1943 there 
was an increase in the incidence of cases of this infection. Bac- 
teriologically, 70 of the 71 spinal fluid strains examined from 
patients with influenzal meningitis have been type B. Meningo- 
cocei¢ infections during a sporadic occurrence of the disease 
have usually been caused by ‘strains of type II. During an 
increase in the incidence of this infection in 1941 and 1942 there 
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was a decided increase in the occurrence of group I strains. 
Most patients with influenzal meningitis followed after recovery 
have been normal mentally and physically. All patients with 
meningococcic infection treated with sulfonamides or with serum 
and sulfonamides have been normal on discharge from the 
hospital. 

Diseases of Chest, Chicago 

11:97-202 (March-April) 1945 


Primary Bronchiogenic Carcinoma. A. Ochsner, J. L. Dixon and M. 
DeBakey.—p. 97. 

Pitfalls in Diagnosis of Atypical Pneumonia. W. L. Nalls.—p. 130. 

Mechanical Paralysis of Left Hemidiaphragm Complicating Collapse 
Therapy in Pulmonary Tuberculosis. O. Feinsilver.—p. 138. 

Automatic Exposure Control in Photofluorography. R. H. Morgan. 
—p. 150. 

Reconditioning of Military Personnel as Carried Out in Army. S. U. 
Marietta.—p. 156. 


Endocrinology, Springfield, Ill. 
36: 181-244 (March) 1945 


Ovarian Hormones and Spontaneous Running Activity in Female Rat. 
W. C. Young and W. R. Fish.—p. 181. 

Gonadotropic Activity of Anterior Pituitary of Cockerels. W. R. Brene- 
man.—p. 190. 

Relative Thyroidal Potency of 1- and d, 1-Thyroxine. E. P. Reineke 
and C. W. Turner.—p. 200. 

Pituitary Adrenotrophic Hormone Control of Rate of Release of Serum 
Globulins from Lymphoid Tissue. A. White and T. F. Dougherty. 
—p. 207. 

Relative Potency of Some Adrenal Cortical Steroids in Muscle-Work 
Test. D. J. Ingle and M. H. Kuizenga.—p. 218. 

Effects of Yeast or Water Soluble Vitamins in Experimental Pancreatic 
Diabetes. O. H. Gaebler and W. E. Ciszewski.—p. 227. 


Indiana State Medical Assn. Journal, Indianapolis 


38:77-120 (March) 1945 


Medical Viewpoint on National Fitness. J. W. Wilce.—p. 77. 

Fitness for Duty of. Military Patients on Discharge from Meapitel. 
G. F. Hull.—p. 82. 

General Considerations of Physical Fitness Problem. W. D. Little. 

What is Physical Fitness? R. L. Sensenich.—p. 86. 

Physical Fitness. J. E. McMeel.—p. 87. 

Physical Fitness from a Psychiatric Standpoint. E. V. Hahn.—p. 89. 

Some Practical Considerations of Cardiovascular Examinations in Youth. 
A. B. Richter.—p. 91. 


Iowa State Medical Society Journal, Des Moines 


35:77-118, (March) 1945 
“Peneniaets Vera. R. A. Towle, F. H. Coulson and W. M. Fowler. 
—p. 79. 
Heart Disease and Pregnancy. E. W. Anderson.—p. 83. 
Proposal of Marriage. V. Starzinger.—p. 92. 
Romances of Cardiology. D. J. Glomset.—p. 96. 


35:120-164 (April) 1945 


Observations on Bromide Intoxication. C. H. Millikan.—p. 120. 

Value of Testing for Penicillin Resistance Before Administration in 
Cases of Chronic Osteomyelitis. F. E. Thornton and A. P. McKee. 
—n. 125. 

Meningitis and Other Infections Caused by Hemophilus Influenzae 
(Pfeiffer’s. Bacillus). H. H. Comly and A. P. McKee.—p. 127. 

Malaria and Its Diagnosis. I. H. Borts.—p. 132. 

Clinical Perspective on Rh Factor. E. L. DeGowin.—p. 136. 

Some Observations on Determination of Thiocyanate in Blood Serum and 
Plasma. R. B: Gibson.—p. 138. 

Bactericidal Lamp Conjunctivitis. R. Rooks.—p. 140. 


Journal of Immunology, Baltimore 
50:127-190 (March) 1945 


Sensitization to Ragweed Extract and Production of Antibodies by 
Means of Adjuvants. Anna M. Kulka and Dorothy Hirsch.—p. 127. 

Effect of Tuberculous and Sensitized Sera and Serum Fractions on 
Development of Tubercles in Chorioallantoic Membrane of Chick. 
Emily W. Emmart and Florence B. Seibert.—p, 143. 

*Weather and Susceptibility in Relation to Spread of Common Cold: 
Effect of Ascorbic Acid, in Massive Dosage, on Duration. W. B. 
Brown, F. Mahoney, A. Niedringhaus and A. Locke.—p._ 161. 

Differentiation of Typhus Strains by Slide Agglutinative Tests. M. 
Ruiz Castaneda.—p. 179. 

Natural Antibodies Against Yeastlike Fungi as Measured by Slide Agglu- 
tination. C. H. Drake.—p. 185. 


Weather and Ascorbic Acid in the Common Cold.— 
Brown and his associates present an analysis of the spread of 
the common cold through a group of 1,600 girls of college age, 
as affected by the weather, use of cigarets and relative suscepti- 
bility to the common cold, of the season to season changes in 
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physiologic fitness and of the effect, on duration of the com- 
mon cold, of early recognition and the use of ascorbic acid in 
massive dosage. Sharp increases in the number of new colds 
per day occurred during periods of falling temperature accom- 
panied by heavy rain. The increases began and were most 
steadily sustained in the girls with a total of four or more colds 
for the year. The smokers had a tendency to precede the non- 
smokers. The rises in the incidence of colds precipitated by the 
weather tended to begin twenty-four to forty-eight hours after 
the beginning of the weather change and to persist for twenty- 
four to forty-eight hours after its cessation. Deterioration in 
average physiologic fitness occurred with the progress of the 
year in a small fraction, which was partially balanced by a 
smaller group showing improvement. The smokers appeared 
to be slightly less fit than the nonsmokers. Nose involvement 
predominated in the fall colds and throat involvement in the 
winter colds. A total of 298 patients with colds were studied 
for the ascorbic acid appraisal; 119 of these were controls who 
were given placebos of citric acid. Approximately 60 per cent 
of the colds with throat involvement appeared to respond only 
to the basic management given both the control and the ascorbic 
acid groups (restriction of activity, precaution against chilling 
and increased fluid intake) with a spontaneous checking of 
further development. The colds with nose involvement were 
equally responsive if recognized and submitted to care. within 
seven hours of onset. For those not submitted to care until 
eight to twenty-eight hours after onset, the percentage of spon- 
taneous checking was 59+ 5 for those given 1 Gm. of ascorbic 
acid at examination and again twenty-four hours later and 
21+ 4 for those given citric acid. 


Journal of Infectious Diseases, Chicago 
76:1-82 (Jan.-Feb.) 1945. Partial Index 


Mammalian and Avian Toxoplasma. R. D. Manwell, F. Coulston, 
Ellen C. Binckley and Virginia P. Jones.—p. 1. 

Effects of Sulfonamide Diets on Infections of Plasmodium Elongatum 
in Canaries. P. E. Thompson.—p. 15. 

Effects of Penicillin, Clavacin and Streptomycin on Tetanus Toxin. 
E. Neter, with technical assistance of Dessie Will.—p. 20. 

Variations in Blood Picture of Cattle Following an Induced Infection 
with B. Abortus. L: C. Ferguson, M. R. Irwin and B. A. Beach. 


—p. 31. 
Transmissibility of Infectious Myxomatosis. R. B. Houlihan and G. M. 


Lawson.—p. 40. 

*Violacein, Antibiotic Pigment Produced by Chromobacterium Violaceum. 
H. C. Lichstein and Virginia F. Van De Sand.—p. 47. 

Study of Seven Different Salts of Penicillin. H. Welch, V. L. Chandler, 
Ruth P. Davis.and C. W. Price.—p. 52. 

Studies on Lymphogranuloma Venereum: III. Action of Sulfonamides 
on Agent of Lymphogranuloma Venereum. Helen Jones, G. Rake and 


Barbara Stearns.—p. 55. 
Combined Infection of Mice with H. Influenzae and Influenza Virus by 
Intranasal Route. T. Francis Jr. and M. Vicente De Torregrosa. 


Study a Enterotoxin and Alpha and Beta Hemolysin Production by 
Cultures. M. J. Surgalla and K. Eileen 

Violacein, an Antibiotic Plement of 
Violaceum.—According to Lichstein and Van De Sand the 
interest in Chromobacterium violaceum has been increased by 
the isolation of this germ from fatal human infections. The 
pigmentation surrounding the “anthrax-like” lesions of the skin 
and the relative absence of contaminating organisms in the 
lesions suggested the possibility that some metabolic product 
of this organism might possess an inhibitory action against 
certain forms of bacteria, particularly those found abundantly 
in the normal flora of the skin. The authors obtained 4 strains 
of Chr. violaceum, 3 of which were isolated from fatal human 
infections and were called the Shahan, Soule and Schattenberg 
strains and a fourth which was an old saprophytic laboratory 
strain. Those from pathologic sources produced a rich violet 
pigment, whereas the saprophytic strain exhibited little or no 
pigmentation during growth. Violacein was extracted from 
cultures of the Shahan strain in order to test antibiotic activity 
against micro-organisms. The pigment exhibited a considerable 
inhibitory effect on the growth of gram positive bacteria with 
the exception of Clostridium welchi and had little effect on 
the proliferation of gram negative bacteria save the meningo- 
coccus, which was highly susceptible. Of the molds tested, only 


Blastomyces dermatiditis was greatly susceptible to the action 
of the pigment. The activity of violacein is influenced only 
slightly by the number of bacteria in the test inoculum and is 
influenced strongly by the presence of serum. 


Journal of International College of Surgeons, Chicago 


8:1-108 (Jan.-Feb.) 1945 

Floss Silk Lattice Repair for Direct Inguinal Hernia. R. Maingot. 
—p. 1. 

Amputation of Extremities and Prosthesis in U. S. S. R. N. N. 
Priorov.—p. 13. 

Preoperative and Postoperative Treatment of Cancer of Rectum and 
Pelvic Colon. H. E. Bacon, W. D. Pag. O. C. Gass and 
F. D. Wolfe.—p. 20. 

Plastic Operations on Kidney. O. S. tisidis 37. 

Vaginal Hysterectomy: Indications and Advantages. L. Averett. 

—p. 53. 

Unstable Spine: Discogenetic Syndrome Treatment with Self-Locking 
Prop Bone Graft. A. T. Moore.—p. 64. 

‘Clinical and Roentgenologic Diagnosis of Diaphragmatic Hernia. L. J. 
Gariepy and J. H. Dempster.—p. 78. * 

Indications for Extraperitoneal Cesarean Section in Certain Cases of 
me of Soft Parts‘and in Infected Women. B. J. Gastélum. 
—p. 85. 


Journal of Investigative Dermatology, Baltimore 
6:1-93 (Feb.) 1945 


Past, Present and Future in Investigative Dermatology in United States. 
F. D. Weidman.—p. 9. 

Experimental Epidermal Methylcholanthrene Carcinogenesis in Mice: 
Second Summarizing Report. E. V. Cowdry.—p. 15. 

Histologic Studies on Percutaneous Penetration, with Special Reference 


to Effect of Vehicles. G. M. MacKee, Marion B. Sulzberger, F. Herr-.- 


mann and R. L. Baer.—p. 43. 

Chemistry of Palmar Sweat: Preliminary Report: Apparatus and 
Technics. W. C. Lobitz Jr. and A. E. Osterberg.—p. 63. 

Certain Effects of Central Nervous System Lesions on Cutaneous 
Reactions: Investigation of Cutaneous Reactivity Following Specific 
Diseases of Central Nervous System: Drug, Sensitization and Ultra- 
violet Reactions in Paralytics. E. S. Bereston.—p. 75. 


Journal of Lab. and Clinical Medicine, St. Louis 
30:195-292 (March) 1945 


*Relation of Periarteritis Nodosa to Bronchial Asthma and Other Forms 
of Human Hypersensitiveness. K. S. beige, and H. L. Alexander. 
—p. 195. 

*Demonstration of Anti-Rh Agglutinins—Accurate and Rapid Slide Test. 
L. K. Diamond and N. M. Abelson.—p. 204. 

Basic Electrocardiographic Patterns in Bundle Branch Block. E. Gold- 
berger.—p. 213. 

The Production of Bactericidal Activity in Cod Liver Oil by Oxidation. 
C. A. Ross and Edgar J. Poth.—p. 226. 

Serologic Diagnosis of Endemic Typhus: I. Use of Specially Prepared 
Rickettsial Suspensions and Commercial Typhus Vaccines as Antigens 
in Complement Fixation Test. S. R. Damon and Mary B. Johnson. 
—p. 233. 

*Effect of Penicillin on Experimentally Produced Plague in Guinea Pigs. 
B. Witlin and C. L. Wilbar.—p. 237. 

Congenital: Hémolytic Anemia in Negro. J. H. Scherer and R. C. 
Cecil.—p. 244. 


_. Oxyuriasis: Simplified Method of Diagnosis with Glass Slide; Incidence 


in Minnesota State Hospital; Result of Treatment with Gentian 

Violet. M. C. Petersen and J. Fahey.—p. 259. 

Photosensitivity as Cause of Falsely Positive Cephalin-Cholesterol Floc- 

culation Tests. C. Moses.—p. 267. 

Kahn Triple Quantitative Verification Technic in Serology of Mal Del 
Pinto (Pinta). G. Varela, J. Olarte and S. C. Estrada.—p. 270. 
Nitrogen Balance on Restricted Caloric Intake. R. Elman, H. W. Davey 

and R. Kiyasu.—p. 273. 

Limitations of Correlation Between Red Cell Volume and Hemoglobin of 

Blood During Pregnancy. J. W. Mull.—p. 278. 

Periarteritis Nodosa and Hypersensitivity.—Wilson and 
Alexander analyzed 300 consecutive cases of periarteritis nodosa 
and found many instances of associated atopy and atopic-like 
disorders. Particular attention was paid to bronchial asthma, 
of which there were 54 cases, an incidence of 18 per cent. 
When differential blood counts were available, all but 3 of 47 
cases of asthma showed a hypereosinophilia ranging from 11 to 
84 per cent, with an average of 53.5 per cent. This is in con- 
trast to 151 cases without asthma in which there were but 
9 instances of hypereosinophilia and the average eosinophil 
count was 2.5 per cent. Periarteritis nodosa appears to be the 
only evident manifestation which links together all types of 
human hypersensitivity with the exception of contact dermatitts. 
This fact points again to the role of the blood vessels. in hyper- 


sensitive . states. 
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Demonstration of Anti-Rh Agglutinins by Rapid Slide 
Test.—Diamond and Abelson describe a slide test for the 
detection of anti-Rh agglutinins. Approximately 0.2 cc. of 
fresh, oxalated, ‘Rh negative, Rh. and Rh, group O whole 
bloods or washed cells are placed on an ordinary slide. With 
each of these is mixed 0.1 cc. of the serum to be tested. The 
mixture is gently rotated or repeatedly tilted. The reaction is 
accelerated when the slide is warmed to 37 C. Reading of the 
test is facilitated by holding the slide on a piece of ground 
glass placed over an ordinary electric light. When the serum 
is from a sensitized individual, plainly visible agglutination 
appears in one, and usually in both, of the Rh positive bloods 
usually within a minute and certainly within three minutes. 
The Rh negative blood serves as a control to eliminate errors 
through: mistaking fibrin shreds, rouleau formation or non- 
specific agglutination for actual Rh agglutination. In contrast 
to the incubation test, which fails to show the presence of 
anti-Rh agglutinins in over 50 per cent of cases, chiefly because 
of the presence of inhibitor substances, this slide test has demon- 
strated agglutinins in the serums of 79 of 80 women who have 
delivered infants: with proved erythroblastosis fetalis and in 
9 persons who had been sensitized by transfusions of Rh posi- 
tive blood cells. -In addition to demonstrating Rh sensitization 
in a higher percentage of cases than does any other single test, 
it more nearly pictures what is likely to occur in vivo when a 
relatively large ameunt of agglutinogen is ordinarily exposed to 
a smaller amount of agglutinin. Another advantage is that it 
permits the use of testing serums heretofore considered of no 
value. 

Effect of Penicillin on Plague in Guinea Pigs.—Witlin 
and Wilbar prepared a pure culture of Pasteurella pestis organ- 
isms from a rat infected with plague. Guinea pigs weighing 
from%250 to 300 Gm. were used as experimental animals. Peni- 
cillin’ was administered prior to, simultaneously with and subse- 
quent ‘to the inoculation with P. pestis organisms. Penicillin 
appeared to be of no benefit in combating bubonic plague in 
guinea pigs. In vitro a concentration of 100,000 units of peni- 
cillin_ in. Dunham’s peptone solution was required to kill an 
inoculum ‘of -2,500,000 P. pestis organisms when incubated at 
29 C. for six days. 


3 Journal of Urology, Baltimore 
§8:265-426 (Feb.) 1945 


Renal*Tuberculoma and Tuberculous Perinephric Abscess. J. A. Ben- 
jamin and H. L. Boyd.—p. 265. 

Problem ‘of. Renal -Lithiasis in Convalescent Patients. W. F. Leadbetter 
and -H: C; Engster.—p. 269. 

“Management of Urinary Lithiasis in Army General Hospital. J. H. 
Harrison, T. W. Botsford and F. R. Pierce.—p. 282. 

Ureteral Syndromes in Male: Analysis of 100 Cases. I. E. LeDuc. 
—p. 295. 

Use 6f. T Tube Ureterostomy as Adjunct in Ureteroenterostomy. S. N. 
Vose—p. 319. ‘ 

Cutaneous. Ureterostomy with Contralateral Ureteral Ligation. C. Hug- 
gins and W. W. Scott.—p. 325. 

Rhabdomyosarcoma of Testicle: Casé Report. D. E. Beard and L. W. 
Hewit.—p. 344. 

New Inspection Lens Sheath as Aid to Transurethral Resection. S. A. 
Vest.—p. 347. 

Method for Eliminating Effects of Color and Turbidity in Reading of 
Phenolsulfonphthalein Renal Function Test. W. R. Kenny.—p. 354. 


Urinary Lithiasis in Army General Hospital.—Harrison 
and his associates present observations on 100 consecutive 
patients with urinary calculi who were admitted to an army 
general hospital in the Southwest Pacific. It is their belief 
that climate is an important factor in the pathogenesis of uro- 
lithiasis, particularly in an army stationed in the tropics, owing 
to the great loss of water by perspiration, evaporation and 
respiration. Sustained dehydration results in the excretion of 
highly concentrated urine saturated with oxalate and phosphate 
salts, predisposing to urinary infection as well. Owing to such 
conditions, attacks of crystalluria accompanied by showers of 
red cells and transitory renal colic have occurred and, when 
continued without correction, have resulted in the formation of 
calculi. Malnutrition and debilitating tropical diseases such as 
malaria and dysentery disturb the water, mineral and acid base 
balance. Of the first 100 patients treated for calculous disease, 
76 had served in the tropics for four to eighteen months and 
all of these had lost weight varying from 10 to 30 pounds 
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(4.5 to 14 Kg.). Sixty-eight of the men were in the third 
decade, 25 were ‘in the fourth decade and 7 were in the fifth 
decade. The management of these patients has been directed 
toward accurate localization of calculi, the treatment of infec- 
tion and provision for drainage when obstruction is present by 
cystoscopic manipulation, ureteral! catheterization and open 
operation where indicated. The soldier who has passed a cal- 
culus or who has been relieved by operative removal should be 
instructed as to the importance of a high fluid intake to prevent 
recurrence. Adequate salt consumption is important in the 
body’s conservation of water in the tropics. Dietary measures 
should be instituted as. prophylaxis against stone formation 
where practicable. Thirty-five patients were relieved of calculi 
as a result of cystoscopic manipulation; of 31 who required no 
operative intervention, 15 passed calculi spontaneously; 37 open 
operations were performed on the remaining 34 patients. 


Maine Medical Association Journal, Portland 
36:37-54 (March) 1945 


Professional Service Accounting. T. R. Ponton.—p. 37. 
Study of 100 Gallbladder Cases. L. F. King.—p. 41. 


36:55-72 (April) 1945 


War Neuroses. B. L. Keyes.—p. 55. 
Sulfonamides in Ophthalmology. H. F. Hill.—p. 60. 


Medical Annals of District of Columbia, Washington 


14:103-140 (March) 1945 


Delayed Rupture of Spleen: Report of Case and Discussion of Mecha- 
nism. T. Bradley.-—p. 103. 

Thyrotoxicosis in Child Managed with Thiouracil: Report of Case. 
F. G. Burke.—p. 108. 

Polycythemia Vera: Report of Case in Young Man and Review of 
Recent Literature. J. W. Cooch.—p. 110. 

Reticulum Cell Sarcoma Causing Choledochoduodenal Fistula and Liver 
Abscess. W. M. Yater and J. M. Moster Jr.—p. 114. 


Medicine, Baltimore 
24:1-110 (Feb.) 1945 


Lymphogranuloma Venereum. H. Koteen.—p. 1. 
Late Effects of Cerebral Birth Injuries. C. E. Benda.—p. 71. 


Minnesota Medicine, St. Paul 
28:89-168 (Feb.) 1945 


Control of Medical Testimony: Minnesota Experiment. E. M. Hammes. 
—p. 111. 

Observations on Chemotherapy. W. W. Spink.—p. 115. 

Cholecystoduodenal Fistula: Report of Case. E. W. Minty.—p. 117. 

St. Louis County Program of Tuberculosis Control. G. A. Hedberg. 
—p. 122. 

Spreading Osteomyelitis of Maxilla. O. E. Hallberg.—p. 126. 

Epidermolysis Bullosa in a Newborn. C. H. Schroder.—p. 128. 

Rh Factor Transfusion Reaction and Transfusion Reaction Instructions. 
R. J. Eckman and A. H. Wells.—p. 131. 


28: 169-256 (March) 1945 


Responsibility of Medicine. L. W. Larson.—p. 195. 

Essential Thrombocytopenic Purpura. A. J. Hertzog.—p. 198. 

Psychosomatic Approach to Certain Dermatoses. W. A. Carley.—p. 202. 

Administration of Penicillin by Knee Joint Method. W. R. Bagley. 
—p. 205. 


Nebraska State Medical Journal, Lincoln 


30:77-112 (March) 1945 


Study of Gonorrhea in Women: Practical Aspects of Preliminary Find- 
ings (1940-1944). W. R. Cooke and C. E. Lankford.—p. 80. 

Head Injuries Consisting of Fractures of Skull. T. E. Riddell.—f. 84. 

Sterility in Male. P. Adams.—p. 86. 

Round Table Discussion on Industrial Health. E. J. Kirk.—p. 90. 


30:113-156 (April) 1945 
*Prevention of Recurrence in Peptic Ulcer. D. T. Quigley.—p. 116. 
Importance of Accurate Reduction and Adequate Immobilization of 
Fractures of Lower Leg. E. Lathrop.—p. 120. 
Cleft Palate and Cleft Lip. W. L. Shearer.—p. 125. 

Prevention of Recurrence in Peptic Ulcer.—Quigley 
advises that after the acute stage of peptic ulcer has passed 
the ulcer patient gradually should have added to his diet 
roughage and food which is not easily digested. A function 
not used is a function lost. Whole grain flour should be used 
as soon as possible after the acute stage of the disease. The 
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so-called enriched flour is still lacking in many vital elements 
and should be forbidden the ulcer patient for life. Sugar fur- 
nishes calories without vitamins or minerals. It is a slow 
poison for the ulcer patient. Honey contains all necessary 
minerals (many trace minerals) and can thus be used freely for 
sweetening. The principal reason for the use of milk is that 
it is the best source of calcium. There is no need to neutralize 
excess acid with alkalis. Milk will relieve the pain and furnish 
other valuable elements. Orange juice should be used in the 
amount of 10 to 12 ounces a day. It is also alkaline in its 
effect and furnishes vitamin C and trace minerals. Biscuits, 
bread, muffins, waffles and pancakes made of whole grain flour 
can be used at a relatively early date after the acute episode. 
Any fruit or vegetable that can be served raw should be eaten 
raw. Fresh meat, rare when possible, should be eaten daily in 
amounts of from 3 to 6 ounces. No salt meat except occasional 
ham or breakfast bacon is allowed. Eggs, cheese, butter and 
cottage cheese may be used daily, but one or two meals a week 
should contain one of the sea foods. All cake, cookies, pastries 
and other sugar and white flour mixtures are forbidden. Seda- 
tives and alkalis are of only temporary value, and the need for 
them rapidly diminishes when the patient is put on proper 
treatment. 


Psychoanalytic Quarterly, Albany, N. Y. 


14:1-148 (Jan.) 1945 


Psychology and War Conditions. E. Jones.—p. 1. 

Affects, Personal and Social. G. Zilboorg.—p. 28. 

Special Form of Self Punishment. R. M. Loewenstein.—p. 46. 
Pathologic Weeping. P. Greenacre.—p. 62. 

Five Layer Structure in Sublimation. E. Bergler.—p. 76. 


Review of Gastroenterology, New York 


12:1-76 (Jan.-Feb.) 1945 


Curability of Cancer of Large Bowel. C. G. Heyd.—p. 23. 

Idiopathic Ulcerative Colitis: Perforation of Bowel. I. R. Jankelson, 
C. W. McClure and F. Sweetsir.—p. 31. 

Sigmoidoscopy in Diagnosis and Treatment. F. C. Yeomans.—p. 38. 

Gastroduodenal Dyssynergia. B. M. Bernstein.—p. 43. 

Ulcerative Colitis: Case Report. H. Katz.—p. 47. 


Surgery, St. Louis 
17:319-474 (March) 1945 


Significance of Polymorphonuclear Leukocytes in Gallbladders. J. P. 
McKibbin and J. R. MeDonald.—p. 319. 

Gastric Schwannoma: Report of Large Intragastric Lesion Simulating 
Bezoar. J. Sanguily and F. L. Blanco.—p. 328. 

Perforation of Rectosigmoid. L. R. Kaufman, S. Serpico and H. J. 
Mosig.—p. 337. 

Regional Enteritis of Proximal Jejunum Following Trauma. M. A. 
Spellberg and L. W. Gray.—p. 343. 

*Intraperitoneal Absorption Patterns of Sulfonamide Drugs (with Spe- 
cial Reference to Microcrystalline Sulfathiazole) and Comparison of 
Coincident Concentrations in Portal Vein, Systemic Circulation and 
Peritoneal Fluid. A. E. Pearce, J. G. Reinhold, Rose Feldman and 
J. O. Bower.—p. 351. 

Improved Method for Implantation of Sulfonamide Compounds in Abdom- 
inal Cavity and Local Wounds. O. E. Fox.—p. 361. 

*Value of Staphylococcus Toxoid in Treatment and Prevention of Chronic 
Staphylococcus Infections. Helen Z. Jern, Catherine Caprarro and 
F. L. Meleney.—p. 363. 

Plastic Surgery in Reconstructing Enlarged Breasts: One Stage Mas- 
topexy. E. S. Lamont.—p. 379. 

Treatment of Pubertal Bilateral Gynecomastia: Report of Case. R. E. 
Buirge, L. T. Samuels and J. S. McCartney.—p. 397. 

Effects of Environmental Temperature on Traumatic Shock Produced 
by Ischemic Compression of Extremities. H. D. Green and Georges A. 
Bergeron.—p. 404. 

Arterial Spasm Secondary to Ligation and Retrograde Injection of 
Saphenous Vein. I. S. Tunick, R. L. Nach and I. Weinkle.—p. 413. 

Vaseular Insufficiency of Lower Extremity Due to Osteoma of Femur: 
Case Report. R. M. Rankin.—p. 419. . 

Plastic Closure of Skull Defect: Case Report Illustrating Use of 
Tantalum Plate and Pedicle-Tube Graft. M. H. Harris and B. 
Woodhall.—p. 422. 

Psychosomatic Factors in Surgical Practice. J. A. Shacter.—p. 429. 

Iodine and Thyroidism. A. H. Lason.—p. 440. 

Successful Removal of Foreign Body within Pericardium: Case Report. 
T. D. Watts and E. C. Toone.—p. 454. 

Bone Regeneration Following Osteomyelitis. L. H. Mayers.—p. 463. 


Intraperitoneal Absorption of . Sulfonamides.—Pearce 
and his associates describe experiments which revealed that 
sulfathiazole introduced into the peritoneal cavity of normal 
dogs in the form of microcrystals was more rapidly absorbed 
than was crystalline sulfathiazole when compared on the basis 
of concentrations of drug in the plasma. Microcrystalline sulfa- 


thiazole injected into the peritoneum as a suspension gave higher 
concentrations of drug in blood plasma than did comparable 
amounts administered by insufflation, although the response to 
the former was not uniform. High and sustained concentrations 
of sulfathiazole in plasma can be obtained by intraperitoneal 
injection of a suspension of microcrystals. Simultaneously col- 
lected samples of blood from the portal vein and the heart con- 
tained practically identical concentrations of sulfonamide drugs 
sixty to three hundred and sixty minutes after intraperitoneal 
administration either as crystals or as microcrystals. 


Staphylococcus Toxoid in Staphylococcic Infections.— 
The study by Jern and her associates comprised a group of 
200 cases of staphylococcic infections. The majority were cases 
of recurrent furunculosis, most of which had proved resistant 
to other forms of therapy. The rest consisted of cases of axil- 
lary abscesses,,cases of acute multiple furuncles and carbuncles. 
A majority of the patients were treated with Lederle peptic 
digest toxoid alone. Some received a combined treatment with 
Lederle toxoid and autogenous vaccine and a few were treated 
with vaccine alone. The treatment of 93 patients with recur- 
rent furunculosis and axillary abscesses with Lederle’s pepsin 
digest toxoid resulted in a complete recovery of only 38 per 
cent. In the remaining 62 per cent recurrences developed within 
one year after the end of the treatment. Of 40 patients with 
recurrent furunculosis and axillary abscesses treated with Con- 
naught toxoid 31, or 78 per cent, recovered. The 9 others had 
recurrences within the year. The authors found that the anti- 
hemolysin test is not a strict measure of immunity, for there 
are exceptional cases in which there is a rise in titer and recur- 
rences, and others in which no rise occurs and yet recovery 
seems to ensue. There may be some other immune factor which 
does not run strictly parallel with the antihemolysin titer which 
is of major importance but cannot be measured. The authors 
conclude that Staphylococcus toxoid made from toxigenic strains 
is able by means of repeated injections to increase the anti- 
hemolysin titer of the blood and to lessen significantly the 
incidence of recurrence of furuncles and carbuncles. 


Texas State Journal of Medicine, Fort Worth 
40:509-564 (Feb.) 1945 


Treatment of Closed Head Injuries. S. R. Snodgrass.—p. 516. 

Familial Hemolytic Jaundice. J. T. Krueger.—p. 520. 

Physiologic Basis of Treatment of Peptic Ulcer. C. T. Stone.—p. 523. 

Poliomyelitis: Cases in Dallas in 1943. J. G. Young.—p. 527. 

Nutritional Deficiencies Among Texas Children, with Special Reference 
to Austin, Texas. J. M. Coleman.—p. 531. 

Some Observations on Treatment of Glaucoma. C. R. Potts.—p, 535. 

Role of Private Physician in Venereal Disease Education. L. Robbins. 
—p. 539. 

Malaria Control in War Areas. L. J. Trotti.—p. 543. 


40:565-620 (March) 1945 


Acute Obstructions of Colon. G. V. Brindley.—p. 571. 

Rectal Bleeding. A. Baldwin.—p. 577. 

Treatment of Infectious Enteritis of Newborn, with Particular Reference 
to Use of Continuous Drip Coupled with Plasma. A. Bloxsom.—p, 580. 

Clinical Observations of Etiology of Diabetes Insipidus. G. M. Jones. 
—p. 583. 

Irradiation in Carcinoma of Breast. R. G. Giles.—p. 585. 

Complications of Chronic Otitis Media: Report of Case. L. Daily and 
J. L. Dean Jr.—p. 590. 

Infant Mortality in Large Cities in Texas in 1943. A. E. Hill.—p. 593. 

Whooping Cough Mortality in Texas. W. A. Davis and W. D. Carroll. 
—p. 596. 

Splenectomy for Thrombocytopenic Purpura Following Sulfathiazole 
Therapy. B. Farfel.—p. 602. 


West Virginia Medical Journal, Charleston 
41:65-88 (March) 1945 


Consideration of Certain Radical Procedures in Treatment of Cancer. 
G. T. Pack.—p. 65. 

Postoperative Urinary Retention. D. W. Palmer.—p. 72. 

Treatment of Nonspecific Infections of Vaginal Tract. J. G. Smith. 


—p. 75. 
State Legislation for Vénereal Diseases. C. A. Hoffman.—p. 78. 


41:89-120 (April) 1945 
Urinary Complications Following Sulfonamide Administration, with 
Emphasis on Calculi Formation. S, L. Schreiber and G. G. Irwin. 
—p. 89, 
Quick and Simple Treatment of Low Back Pain Based on New Con- 
ception of Its Genesis. A. Farkas and G. W. Easley.—p. 103. 
Plan for the Medical Indigent. J. R. Miller.—p. 108. 
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FOREIGN 


An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Ophthalmology, London 
29:57-112 (Feb.) 1945 


Penicillin and Control of Deep Intraocular Infection. B. W. Rycroft. 
—p. 57. 

Ocular Manifestations of Hysteria in Relation to Flying. C. R. Ironside 
and I. R. C. Batchelor.—p. 88. 

Treatment of Trachoma, with Special Reference to Local Sulfonamide 
Therapy. A. Sorsby.—p. 98. 

Case of Mustard Gas Keratitis Treated with Curettage of Cornea for 
Removal of Band Shaped Crystalline Deposit. H. Neame.—p. 102. 


; 29:113-168 (March) 1945 

Penetrating War Wounds of Eye and Orbit. H. H. Skeoch.—p. 113. 

Hysteria in Ophthalmology: Experiences with New Zealand Troops in 
Middle East. H. Coverdale—p. 120% 

*Heterophoria and Neurosis in Flying Personnel. H. C. Beccle and E. H. 
Kitching-—p. 125. 

Macular Coloboma with Bilateral Grouped Pigmentation of Retina. I. S. 
McGregor.—p. 132. 

Secondary Carcinoma in Anterior Chamber. A. J. B. Goldsmith.—p. 136. 

*Choice of Sulfonamide in Treatment .of Ophthalmia Neonatorum. 
A. Sorsby and Elizabeth E. Hoffa.—p. 141. 

Suitability of Experimental Corneal Lesions for Evaluating Local 
Sulfonamide Therapy. W. T. S. Cole, J. L. Hamilton-Paterson and 
A. Sorsby.—p. 150. 4 

Case of Interstitial Keratitis at Early Age. P. J. Devlin.—p. 155. 
Heterophoria and Neurosis.—Beccle and Kitching review 

observations on 57 cases of heterophoria in flying personnel. 
They find that heterophoria and neurosis frequently coexist and 
that in 50 of the 57 cases heterophoria was a symptom of 
hysterical and part of a generalized psychologic illness, which 
is the primary and major disorder. References to the literature 
indicate that this conclusion applies also to civilian cases. It 
is customary to give orthoptic, i. e. local, treatment in hetero- 
phoria, but in the treatment of neurotic symptoms local 
treatment alone is not enough. It should be preceded by a 
psychiatric examination. Orthoptic treatment alone may cause 
the heterophoria to disappear. It will not cure the neurosis 
or render the patient less vulnerable to a recurrence. On the 
other hand it may confirm a hypochondriacal eye consciousness 
and render ultimate psychologic treatment much more difficult. 
Whether it should be employed or not, and what other measures 
are desirable, should be decided by collaboration between the 
ophthalmologist and the psychiatrist. The ultimate prognosis 
seems to depend more on the emotional stability of the patient 
than on the degree of ocular muscle imbalance. 


Choice of Sulfonamide in Ophthalmia Neonatorum.— 
On the basis of 333 cases of ophthalmia neonatorum treated 
with a standard dose of five different sulfonamides Sorsby and 
Hoffa conclude that the least tolerated drug is sulfanilamide 
and that sulfapyridine is less well tolerated than sulfamezathine, 
sulfathiazole or sulfadiazine. In their efficacy against the infec- 
tion, as distinct from their tolerance by the babies, these five 
sulfonamides are not strikingly different. From 30 to 40 per 
cent ef the cases in this series showed clinical cure within three 
days. Over 80 per cent were cured after eight days. Gono- 
coccic ophthalmia neonatorum responds more readily than other 
varieties of ophthalmia. Cases showing inclusion bodies respond 
satisfactorily. Initial severity does not affect the course unfavor- 
ably. Many severe cases clear rapidly. Irrespective of the 
causal organism some 15 per cent of cases show a sluggish or 
poor response. 


J. Neurology, Neurosurgery & Psychiatry, London 
7:57-136 (July-Oct.) 1944 
Electroencephalography in Cases of Subcortical Tumor. W. G. Walter 
and V. J. Dovey.—p. 57. 

Wernicke Syndrome, with Special Reference to Manic Syndromes Asso- 
ciated with Hypothalamic Lesions. A. Meyer.—p. 66. 

Effect of Percussion of Nerve. D. Denny-Brown and C. Brenner.—p. 76. 

Electroencephalographic Localization of Intracranial Neoplasms. W. A. 
Cobb.—p. 96. 

Electroencephalogram in Traumatic Epilepsy. D. Williams.—p. 103. 

Relation Between Effects of Blood Sugar Levels and Hyperventilation 
on Electroencephalogram. M. E. Heppenstall.—p. 112. 

Scope and Limitations of Visual and Automatic Analysis of Electro- 
encephalogram. G. D. Dawson and W. G. Walter.—p. 119. 
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Quarterly Journal of Medicine, Oxford 
13:107-170 (Oct.) 1944 


*Cysticercosis (Tenia Solium): Further Ten Years’ Clinical Study, 
Covering 284 Cases. H. B. F. Dixon and W. H. Hargreaves.—p. 107. 
Action of Intravenous Digoxin in Man. J. McMichael and E. P. 
Sharpey-Schafer.—p. 123. 
Effects of Trauma, Direct and Indirect, on Heart. H. Barber.—p. 137. 
Cysticercosis (Tenia Solium): 284 Cases.—Dixon and 
Hargreaves have followed up all patients with cysticercosis who 
are still living and in addition they have collected a further 185 


cases, bringing the total to 284. Cysticercosis in man results 


from accidental infection with the larval form of Tenia solium. 
This is brought about either by the ingestion of food or drink 
contaminated by human feces containing ova or by autoinfec- 
tion in the host of a tapeworm. Seventy-seven patients in 284 
gave a history of tapeworm. Of the series under consideration 
274 were infected in India and 269 of them were soldiers and 
ex-soldiers. A history of “fits” varying from transient bouts 
of localized paresthesias and minor attacks possibly suggestive 
of petit mal to severe major epileptiform convulsions after 
residence in India must bring to mind the possibility of cysti- 
cercosis. Epileptiform attacks of jacksonsian type are well 
recognized, but minor symptoms are extremely common. Cysti- 
cerci disseminated throughout the brain may produce any variety 
of focal symptoms, motor, sensory or mental. Commonly 
elicited histories are those of transient monoplegias, paresthesias, 
localized anesthesia, visual and aural symptoms, aphasia and 
amnesia. A search for nodules by inspection and palpation of 
the whole body is the first step toward diagnosis. There was 
a history of transient nodules under the skin in 165 patients. 
The total number of cases in which the diagnosis was made 
radiographically came to 212. In a suspected case of cysticer- 
cosis radiographic search of the whole body is indicated. Too 
much importance has been attached to eosinophilia. It was 
found in only 10 per cent of the cases reviewed here. The 
average period intervening between the time of arrival in India 
and the first cerebral symptoms was seven years. The time of 
appearance of nodules also varies greatly. The mortality from 
cysticercosis in this series has been only 8 per cent, with 
en in patients whose outlook for years appeared hope- 
ess. 


Deutsche Zeitschrift fiir Chirurgie, Berlin 


258:511-766 (March 28) 1944. Partial Index 

Surgical Treatment of Diabetes Mellitus and of Diabetic Gangrene. 
A, Jentzer.—p. 511. 

Ewing’s Sarcoma (Reticulosarcoma of Bone Marrow), with Special Con- 
sideration of Differential Diagnosis in 5 Cases of the Aathor. 
W. Brunner.—p. 540. 

Effective Surgical Removal of Ectopic Diverticulum of Septum of Ven- 
tricles of Heart. W. Roessler.—p. 561. 

Technic of Electroresection: Perforation of Bladder and Its Preverion. 
H. Friedrich.—p. 594. 

*Osteomyelitis with Eosinophil Reaction (Eosinophilic Granuloma of 

Bone). E. Schairer.—p. 637. 

Permanent Recovery from Cancer of the Breast. Report of 150 Cases 
with Duration of Life from Fifteen to Thirty Years. A. Hintze. 
—p. 672. 

Osteomyelitis with Eosinophil Reaction. — Schairer 
describes a peculiar bone lesion in 3 of his own cases and in 
12 cases listed in world literature. The lesion is designated as 
osteomyelitis with eosmophil reaction or as eosinophilic granuw- 
loma of bone. presents a localized destructive process of 
bone-plates in the calvarium, ribs or scapula. The clinical pic- 
ture is that of a swelling above the involved bones. It develops 
in several weeks and is associated with more or less severe 
pain on palpation. Spontaneous pain was infrequent. There 
may be a slight rise of tenrperature. Microscopic examination 
revealed a characteristic picture of soft masses which replace 
the bone. There was granulation tissue rich in cells with large 
reticulum cells or fibroblasts, numerous mature eosinophilic 
leukocytes and giant cells of osteoclastic type. Necrosis in the 
granulation tissue or microabscesses, as well as deposits of 
hemosiderin, were demonstrated in some of the cases. Eosino- 
philia of the blood and of the bone marrow was observed in 
some of the cases, and eosinophilia of a regional lymph node 
was found in 1. The prognosis is favorable. Recovery resulted 
in all cases. Treatment consists in the removal of the soft 
granulations. The cause of the disease is not known and bac- 
teria could not be demonstrated. Trauma may have been a 
causative factor in some of the cases. 
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Book Notices 


Atias of the Blood in Children. By Kenneth D. Blackfan, M.D., and 
Louis K. Diamond, M.D., Assistant Professor of Pediatrics, Harvard 
Medical School, Boston. Cloth. Price, $12. Pp. 320, with illustrations 
by C. Merrill Leister, M.D., Associate Pediatrician, St. Luke’s Hospital, 
Bethlehem, Pennsylvania. New York: Commonwealth Fund; London: 
Oxford University Press, 1944. 


This atlas fills a much needed want in the library of most 
physicians. Besides the seventy brilliantly executed colored 
illustrations of blood cells in normal and pathologic states in 
infancy and childhood there is a brief but adequate description 
and discussion of various diseases affecting the blood forming 
organs at that period of life. The illustrations were done by 
Dr. Leister and reflect not only artistic ability but a keen 
perception of the finer morphologic detail of blood cells. The 
organization of the atlas is practical and expedient. The illus- 
trations are so arranged as to aid the inexperienced to identify 
rapidly the predominant type of cell he finds in the questionable 
blood smear. The purpose of the atlas is not to replace experi- 
enced hematologic investigation of the patient but rather to 
provide orientation in this difficult field so that the need of 
such investigation will be apparent. Those interested primarily 
in hematology might take exception to the use of the term 
megaloblast to indicate an early member of the normal red cell 
series, but there are two sides to this question and in an overall 
estimation of the atlas this is an insignificant criticism. While 
the atlas will serve the pediatrician and the student especially, 
the illustrations depict morphologic detail of cells found in 
adult blood and should be useful to the general practitioner as 
well. The clinical descriptions are concise but complete. Essen- 
tial information is not sacrificed because of brevity, and the 
material reflects the rich clinical background in hematology of 
Dr. Diamond and the late Dr. Blackfan. A well selected 
bibliography follows the descriptive material so that the reader 
may be well guided if he seeks further detail about any of the 
conditions discussed in the text. The book can be confidently 
recommended not only as an atlas but also as a concise and 
authoritative textbook of diseases affecting the blood forming 
organs of infants and children. Every medical and hospital 
library will want a copy of this unique atlas. The private 
sale among pediatricians, general practitioners and students will 
more than justify the cost of subsidizing this excellent presenta- 
tion by the Commonwealth Fund. An atlas of this type could 
not have been made available at such a moderate price without 
that financial support. This bargain, then, which the Common- 
wealth Fund has provided, is a “must” for the practitioner’s 
library. 


Massage and Remedial Exercises in Medical and Surgical Conditions. 
By Noél M. Tidy, Sister-in-Charge of the Red Cross Massage Clinic, 
High Wycombe. Sixth edition. Cloth. Price, $6. Pp. 480, with 190 
illustrations. Baltimore: William Wood & Company, 1944. 

This edition presents material that is interesting, well organ- 
ized and compact. It deals with problems that confront the 
physical therapist at various times. War injuries are not 
treated as fully in other textbooks. The divisions for each case 
such as etiology, pathologic changes, symptoms, after-effects and 
treatment give a vivid picture of the case. The physical treat- 
ment is defined and, if one is interested in that phase mainly, 
the book will prove to be a valuable source of information. 
Under treatment the subdivisions on precautions, prevention and 
remedial measures, treatment of specialized cases and treatment 
of severe cases are helpful. The illustrations are good and the 
explanations of the photographs are clear. The illustrations 
selected go well with the material and can readily make the 
reader understand what the author desires to explain. They 
also reflect the effect of movement and activity. 


Pep, Pills and Politics: An Odyssey of Two States. By Arthur W. 
Hopkins, M.D. Cloth. Price, $2.50. Pp. 239, with 23 illustrations. 
Brattleboro, Vermont: Vermont Printing Company, 1944. 


To add to the many works of reminiscences of the growth and 
development of physicians comes now this simple account of a 
practice in New England. The record contains in it much of 
amusement, much that is sentimental, a great deal that is of the 
warp and woof of general practice. Those who have had similar 
experiences will give it a most sympathetic reading. 
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NOTICES 


Shoulder Lesions. By H. F. Moseley, M.A., D.M., M.Ch., Assistant 
Surgeon, Royal Victoria Hospital, Montreal. Cloth. Price, $4.50. Pp. 
181, with 71 illustrations. Springfield, Il1.: Charles C Thomas, 1945. 

This book presents a concise account of present day knowl- 
edge of shoulder lesions. The author has avoided detailed 
accounts of controversial subjects. He acknowledges that much 
of his information and enthusiasm were derived from Codman’s 
masterpiece “The Shoulder.” He has carried on the work 
where Codman left off. He discusses the use of procaine in 
diagnosis and therapy, the accumulation of knowledge on the 
morbid anatomy of simple and recurrent dislocations, the early 
diagnosis and treatment of complete ruptures of the “rotator 
cuff” of the shoulder, the recognition of lesions of the long 
tendon of the biceps, the application of Lewis and Kellgren’s 
work on referred pain from muscles and fascias to the subject 
of fibrositis and the painful shoulder, the understanding of the 
cervical disk and scalenus syndromes, the advances in the diag- 
nostic and therapeutic value of x-rays and the establishment of 
the position of rest and motion in shoulder disorders. Each 
chapter was written as a unit. Calcified deposits and the bicipi- 
tal syndromes form separate groups of cases with definite patho- 
logic changes, whereas the groups included under _periarthritis 
are those with a similar symptom complex but with varying 
underlying causes. There is a chapter on neurologic aspects 
of shoulder pain by McNaughton and another on x-ray diag- 
nosis and treatment by Bouchard and Peirce. There has been 
an attempt to stimulate interest in the subject by focusing 
attention to the arm-trunk mechanism rather than on _ the 
glenohumeral or shoulder joint. Some of the most interest- 
‘ing chapters cover the mechanism and examination of the 
shoulder, ruptures of the rotator cuff, subluxation and disloca- 
tions, calcified deposits in the rotator cuff, bicipital syndromes, 
periarthritis and specific injuries. Operative procedures are 
described and illustrated. There is a section on reeducation of 
shoulder function. One of the features of the book is a group 
of 30 representative case reports that are interesting and instruc- 
tive. Unfortunately the recent work of Inman, Saunders and 
Abbott could not be included because Moseley’s book was 
already in print. 


Essentials ef Allergy. By Leo H. Criep, M.D., Assistant Professor of 
Medicine, School of Medicine, University of Pittsburgh, Pittsburgh, Pa. 
With a foreword by Robert A. Cooke, M.D. Cloth. Price, $5. Pp. 381, 
with 43 illustrations: Philadelphia, London & Montreal: J. B. Lippincott 
Company, 1945. 


This book faithfully and successfully carries out the purpose 
announced in its preface. It is specifically designed for the 
undergraduate medical student and for the general practitioner. 
With this limitation in mind, this is an excellently written, well 
organized book, covering in a concise way a wealth of informa- 
tion on allergy. Immunology is not neglected. In the first 
twenty-six pages Criep gives briefly an excellent summary of 
the subject. The author skilfully saves space by avoiding repe- 
tition. An example is furnished in the chapter on nasal allergy. 
Under “treatment” the author refers to chapter v, on treatment 
of allergy. The forty-two black and white illustrations and 
the one color plate are quite adequate for undergraduate teach- 
ing purposes. They show the excellent discrimination and 
teaching experience of the author. Case reports at the end of 
many chapters are well chosen to accentuate the clinical sub- 
jects discussed. To summarize, this is one of the best books 
on allergy written specifically for the undergraduate student and 
the practicing physician. 


A Textbook on Pathology of Labor, the Puerperium and the Newborn. 
By Charles 0. McCormick, A.B., M.D., F.A.C.S., Clinical Professor of 
Obstetrics, Indiana University School of Medicine, Indianapolis, Ind. 
Cloth. Price, $7.50. Pp. 399, with 191 illustrations. St. Louis: C. V. 
Mosby Company, 1944. 


In spite of the title, since only 27 of the 399 pages are devoted 
to the newborn, the book is almost exclusively limited to the 
pathology of labor and the puerperium. In the section on the 
pathology of labor the author includes abnormal labor, obstetric 
injuries, postpartum hemorrhage and obstetric operations. In 
the section dealing with the pathology of the puerperium are 
included puerperal infection, late postpartum hemorrhage, 
anomalies and diseases of the breast and other complications 
of the puerperium. The book is written in outline or symposium 
form and the references are inserted throughout the text instca 
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of at the end of each chapter. The author uses the terms 
pituitrin and ergotrate instead of the nonproprietary names pos- 
terior pituitary injection and ergonovine. Throughout the book 
are indications of a conservative attitude. However, like most 
obstetricians, McCormick favors cesarean section for placenta 
previa patients who have a rigid, closed or only slightly dilated 
cervix. The author’s personal choice of forceps is the Tarnier 
with axis traction or Irving with axis traction, but most obste- 
tricians seldom resort to axis traction. At the end of the book 
is a list of fifty aphorisms which are very useful. The book is 
abundantly and well illustrated and can be highly recommended 
to all physicians who want a separate volume devoted to the 
pathology of labor and the puerperium. This book does not, 
of course, attempt to supplant the standard textbooks of obstet- 
rics, which contain much more material. 


Home-Built Electric Dehydrator. Prepared by Bureau of Human 
Nutrition and Home Economics, Agricultural Research Administration, 
U. S. Department of Agriculture. AWI-76. Paper. Pp. 12, with 
a Washington, D. C.: Supt. of Doc., Government Printing 
Office, 1 


This pamphlet gives detailed directions and layout specifica- 
tions for the construction. of a home made food dehydrator. 
Step by step directions are provided for assembling the drier 
with its eight wire mesh trays and thermostatically controlled 
electric heating unit capable of maintaining.a temperature of 
150 F. Any handy home mechanic should have no difficulty 
preparing the equipment, although such materials as a 44 horse- 
power motor, thermostat, wiring and heating elements may 
prove difficult to obtain today. Careful directions are given for 
preparing fruits and vegetables for the drier, with lists of the 
foods best suited to this method of preservation. It is recom- 
mended that light colored fruits be sulfured first to prevent 
darkening and that vegetables be steamed first to inactivate the 
enzymes. Tests are given to determine when the necessary 
degree of dryness has been attained. The booklet provides 
adequate directions to guide the home maker in the fabricating 
of a dehydrating unit and its profitable use subsequently. 


The Specificity of Serological Reactions. By Karl Landsteiner, M.D. 
With a chapter on Molecular Structure and Intermolecular Forces by 
Linus Pauling. Revised edition. Cloth. Price, $5. Pp. 310, with illus- 
trations. Cambridge, Mass.: Harvard University Press; London: Oxford 
University Press, 1945. : 

The textual revision was completed before the author’s death 
in June 1943. Much new material has been included. In his 
preface the author mentions with regret that the most recent 
European literature, other than British, could not be considered 
because it was not available. The original plan of the book 
has been maintained. The first chapters deal with natural anti- 
gens and antibodies; then artificial conjugated antigens and the 
serologic reactivity of simple chemical compounds (including 
experiments on “drug allergy”) are considered ; chapters 6 and 7 
are devoted to the chemistry of specific nonprotein cell sub- 
stances and to the consideration of antigen-antibody reactions 
from a physiochemical approach. The chapter by Linus Pauling 
on molecular structure and intermolecular forces concludes the 
text. Every paragraph in this classic book reveals the firm, 
comprehensive grasp of serologic problems by a great investi- 
gator. 


The Etiology, Diagnosis, and Treatment of Amebiasis. By Charles 
Franklin Craig, M.D., M.A., F.A.C.S. Cloth. Price, $4.50. Pp. 332, 
with 45 illustrations. Baltimore: Williams & Wilkins Company, 1944. 

This is the second monograph published by the author on 
the same subject. It is up to date and covers the subject 
thoroughly. About 10 per cent of the population of the United 
States have an infection with the Endameba histolytica parasite. 
At present a large number of our troops are serving in regions 
where amebiasis is common and many will come back infected 
and add a serious factor to the problem. Hence it is vital that 
all physicians become familiar with the diagnosis and treatment 
of this treacherous infection. The author believes that there are 
no “healthy carriers.” The parasite invades the tissue of its 
host and produces lesions. These lesions may be microscopic 
and may be accompanied by symptoms, but many of them may 
develop acute trouble later on. The chapters on the etiology, 
pathology and symptomatology are complete, clear and concise. 
The treatment is given in full detail for both acute and chronic 
cases and includes all the complications. 
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State Board Questions and Answers for Nurses: Essay and Objective 
Types. Compiled from Actual Examination Questions Given Throughout 
the Country by State Examining Boards. Twenty-third edition. Cloth. 
Price, $3.50. Pp. 1,159, with 5 illustrations. Philadelphia, London & 
Montreal: J. B. Lippincott Company, 1945. 

The twenty-third edition of this useful volume brings the 
work up to date with the addition of certain new material 
covering visual devices for fact testing. This involves various 
simple line drawings about which questions are asked, especially 
in the field of anatomy, physiology, surgical nursing, obstetrics 
and gynecology. The book contains questions which have been 
asked in state board examinations throughout the country cover- 
ing all fields of nursing education in a well organized manner. 
Each question is followed by the correct answer. The answers 
have been reviewed by an editorial panel consisting of com- 
petent authorities in this field. There are essay type questions 
as well as objective forms. The brief essay “To the Student 
Preparing for the State Examination” contains numerous useful 
suggestions and principles in writing board examinations. It 
is mecessary to sound a note of warning in connection with the 
use of books of this kind. There is always the danger of an 
undue emphasis on examinations and the substitution of ques- 
tion and answer study for the sounder methods based on text- 
books, journals and reference volumes. Memorizing of answers 
may replace a sound understanding of the subject matter. The 
Editorial Panel is aware of this danger and advises the student 
that the “goal should be a thorough knowledge rather than a 
passing grade.” The proper use of the book should be to 
supplement the textbook review of each subject by going through 
the questions in this book. “Do not study the answer with the 
question, but ask yourself the question and attempt to answer 
it. Check your answer with that in the book and find out which 
is the better answer.” 


Clinical Lectures on the Gallbladder and Bile Ducts. By Samuel Weiss, 
M.D., F.A.C.P., Clinical Professor of Gastroenterology, N. Y. Polyclinic 
Medical School and Hospital. Cloth. Price, $5.50. Pp. 504, with 125 
illustrations. Chicago: Year Book Publishers, Inc., 1944. 

In his preface to the book Dr. Weiss states that these lectures 
as presented are to be regarded as a guide in the diagnosis and 
treatment of the patient. This is indeed the key to the book. 
Starting with the basic formulas of medicine the reader is led 
through anatomy, physiology and thence to history taking and 
the physical examination of the patient. Then after a section 
on radiology comes an evaluation of the discussion of clinical 
material on diseases of the gallbladder. Treatment of the sub- 
ject is complete, clear and comprehensive as to etiology, pathol- 
ogy, diagnosis and therapy. Stress is laid on the fact that 
therapy must be individualized and that frequently other organs 
are involved in gallbladder disease. Thus mention is made of 
arthritis, the pancreas and so on. The book is as adequate a 
treatise as any available, and it is to be recommended as an 
addition to the best list of references on the subject. 


A Shorter History of Science. By Sir William Cecil Dampier (formerly 
Whetham), Sc.D., F.R.S. Cloth. Price, $2. Pp. 189, with 23 illustra- 
tions. New York: Macmillan Company; Cambridge: University Press, 
1944. 


The place of medicine in the whole picture of science becomes 
apparent in this easily readable contribution from Cambridge. 
The approach is from the point of view both of the subject and 
of the pioneer who gave to that subject a new trend. By far 
the majority of the work is concerned with subjects ancillary 
to medicine, but there are good notes regarding the development 
of anatomy, physiology and biology. The concluding chapters 
dealing with the new physics and chemistry and the stellar 
universe are an indication of our present trend in science. 


Eighth Annual Report of the Empire Rheumatism Council (to Organise 
Research Throughout the British Empire into the Causes, and Means of 
Treatment, of Rheumatic Disease), 1944. President: H. R. H. The Duke 
of Gloucester, K.G. Paper. Pp. 12. London, [n. d.]. 

For eight years the Empire Rheumatism Council, which was 
organized to foster research throughout the British Empire into 
the causes and means of treatment of rheumatic disease, has 
issued an annual report of its accomplishments. During the past 
year there has again been an increase in the reserve fund of 
the council. Clinical research, of course, has been hampered 
by the war, but its resumption soon under favorabie conditions 
should be greatly assisted by this organization. 
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396 QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER’S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


BLOOD TRANSFUSION IN RH_ SENSITIVITY 

To the Editor:—is Rh incombatibility ruled out if, for transfusions, the 
recipient’s blood is cross matched with the donor’s—cells against serum 
and serum against cells—and no agglutination is observed? If, for 
example, a woman who is Rh negative but who has been sensitized to 
Rh positive blood by a transfusion of Rh positive blood or by pregnancy 
with an Rh positive fetus is to receive a transfusion, would cross 
matching show up the incompatibility by agglutination even though both 
recipient and donor were of the same blood type but the donor was 
Rh positive? If no agglutination occurs in cross matching why should 
there be a transfusion reaction? . 

Alexander Solosko, M.D., Salisbury, Pa. 


Answer.—It has been found that many Rh negative patients 
though strongly sensitized to the Rh factor, as proved by the 
occurrence of severe hemolytic reactions following transfusions 
of Rh positive blood, nevertheless do not have detectable anti-Rh 
agglutinins in their plasma (Wiener, A. S.: Hemolytic Reac- 
tions Following Transfusions of Blood of the Homologous 
Group: II. Further Observations on the Role of Property Rh, 
Particularly in Cases Without Demonstrable Isoantibodies, 
Arch. Path. 32:227 [Aug.] 1941). In a few cases this has been 
explained by the performance of the tests for anti-Rh agglu- 
timins too soon after the transfusion which caused the hemolytic 
reaction, at which time the patient is in a negative phase as 
the result of the absorption of the Rh agglutinins from the 
plasma by the hemolyzed Rh positive cells. Frequently the 
phenomenon can be explained by the presence of a special sort 
of Rh antibody (blocking antibodies) in the patient’s plasma 
(Wiener, A. S.: A New Test [Blocking Test] for Rh Sensiti- 
zation, Proc. Soc. Exper. Biol. & Med. 76:173 [June] 1944). 
The blocking antibodies have the capacity of combining specifi- 
cally with Rh positive blood cells, but without producing a 
visible reaction. To detect blocking antibodies, Wiener recom- 
mends the following technic; A drop of a 2 per cent suspen- 
sion of Rh positive red cells and a drop of the patient’s serum 
are mixed in a small test tube and allowed to react in a water 
bath at 38 C. for thirty to sixty minutes. Then a drop of a 
suitable dilution of an active anti-Rh serum is added, and after 
an additional period of incubation for.thirty to sixty minutes 
the reactions are read. If blocking antibodies are present, no 
agglutination will occur or the clumping will be definitely 
weakened. Obviously, then, the routine cross matching tests 
are inadequate to detect all instances of Rh incompatibility, so 
if the presence of Rh sensitization is suspected it is safest to 
use an Rh negative donor, unless one precedes the transfusion 
by a biologic test (Wiener, A. S.: Blood Groups and Trans- 
fusion, ed. 3, Springfield, Ill., Charles C Thomas, 1943, p. 71). 


CONTRACEPTIVE METHODS 
To the Editor :—Iis there a vaginal jelly that can be used as a contraceptive 
agent with reasonable safety? The diaphragm in this particular instance 
has resulted in another pregnancy. The patient is not yet 20 years old 
and has had four babies. M.D., lowa. 


ANswer.—Contraceptive jellies which have been accepted by 
the Council on Pharmacy and Chemistry of the American Medi- 
cal Association have a spermicidal time of under thirty minutes 
as tested by the Brown and Gamble method and may be used 
alone as contraceptive agents with reasonable safety. Indeed, 
they are usually sold with an applicator appropriate for this type 
of use. However. the protection afforded by this technic is 
definitely less than that provided by the diaphragm and jelly 
together. 


ADMINISTRATION OF INTRAVENOUS SOLUTIONS 
To the Editor:—Will raising a bottle of intravenous solution two to three feet 
when it is already four feet above heart level affect the rate of flow in 
the vein? Are there any venous reflexes which would impede the rate of 
flow of the solution into the vein in a normal individual? 
Eli Kamellin, M.D., Fresno, Calif. 


ANswer.—The rate at which fluid flows from a bottle of 
intravenous solution into the vein depends on the viscosity of 
the fluid, the resistance offered by the tubing and needle and 
the relation between venous pressure and the height of the 


bottle. Hence, other things remaining constant, raising the bottle 
will increase the rate of flow in proportion to the amount by 
which the hydrostatic pressure in the infusion system exceeds 
the venous pressure. 

Irritation of a vein, as by venipuncture or by the injection of 
irritating solutions, may in some instances produce spasm of the 
vein, but this usually disappears after a short time. Under 
ordinary conditions such spasm is not often observed, and a 
slow rate of flow into a vein in a normal person is usually 
due to mechanical blockage which can almost always be over- 
come by readjusting the position of the needle. 


DIAPER WHITE 
To the Editor:—Is the preparation Diaper White a safe one to use in cleaning 
infants’ diapers? Charles A. Weymuller, M.D., Brooklyn. 


ANswer.— There is reason to believe that Diaper White 
essentially is a mixture of alkaline water softeners, about one 
half the product being sodium carbonate (soda ash) and the 
remaining half representing smaller quantities of trisodium 
phosphate, pyrophosphate and soap. Freedom from irritants on 
diapers after the use of this substance almost entirely rests 
on the degree of rinsing. If diapers are washed by hand there 
is some risk of skin irritation on contact surfaces. This prod- 
uct is similar to other substances used in connection with 
laundering or other types of cleaning. 


PERSISTENCE OF CUTANEOUS LESIONS IN SYPHILIS 
To the Editor:—A man aged 33 consulted me about three and a half months 
ago for the treatment of syphilis. Three years ago a primary lesion 
developed which was treated with sulfarsphenamine: he received 0.4 Gm. 
intramuscularly weekly for twelve doses and then monthly for the 
remainder of a three year period. During this time lesions 
recurrently on the glans and onthe scrotum. When | first examined 
him, all observations were normal except for annular lesions on the 
scrotum and a few papules on the glans, undoubtedly syphilitic. His 
weight was 220 pounds (99.8 Kg.). Wassermann and Kahn reactions of 
the blood were positive for syphilis. The spinal fluid ‘contained 15 white 
blood cells per cubic millimeter; there was a positive reaction for 
globulin, a gold curve of 5554320000 and a total protein count of 44 mg. 
per hundred cubic centimeters; the Wassermann reaction of the spinal 
fluid was positive for syphilis. | started him on 0.06 Gm. of mapharsen 
twice weekly and 0.2 Gm. of bismuth subsalicylate once a week. The 
skin lesions showed decided improvement in ten days. After nineteen 
injections of mapharsen, however, there was a slight flare-up of the 
lesions on the scrotum, The patient was immediately hospitalized and 
given 2,400,000 units of penicillin, 40,000 units intramuscularly every 
three hours, and concurrently received 0.04 Gm. of maphorsen daily for 
a total of eight doses. During the last three days of this treatment he 
was given two baths to produce hyperpyrexia, as |! was unable to 
schedule him for electropyrexia. Following dismissal from the hospital | 
started him on bismuth alone, but on his second visit to the office | again 
noticed an exacerbation of the scrotal lesions. What plan of treatment 
would you suggest for this patient? 
Harry L. Douglas, M.D., Kansas City, Mo. 


ANSWER.—The treatment given to ths patient when the 
chancre was first recognized might account for the persistence 
of the mucocutaneous relapses and accordingly is subject to 
criticism. Sulfarsphenamine given at weekly intervals for 
twelve doses followed by monthly injections for three years is 
a poor system of treatment for early syphilis, first because of 
the inefficiency of sulfarsphenamine, secondary because the inter- 
vals between injections were much too long and thirdly because 
a heavy metal such as bismuth was not also employed. Recur- 
rences of lesions of the mucous membrane are frequently seen 
in patients when arsenicals are received at irregular intervals 
or when the time between injections is too long or if heavy 
metals are omitted, as in this case. It must be acknowledged, 
however, that occasionally a patient is encountered who will 
develop a mucocutaneous relapse in spite of intensive treatment. 
An alternative consideration is that not all annular lesions on 
the genitalia are due to syphilis, because lichen planus also pro- 
duces annular lesions. In view of the inability to prevent the 
recurrences of the lesions with penicillin, nineteen injections of 
oxophenarsine hydrochloride (mapharsen) and an equal number 
of injections of bismuth subsalicylate should be given and, in 
view of the reaction of the spinal fluid, a course of fever therapy, 
preferably malaria therapy. Four months after the fever course, 
or sooner if the recurrent lesions reappear, the use of arsphen- 
amine in doses of 0.3 to 0.5 Gm. at five day intervals for ten 
injections and a soluble mercurial, such as mercuric succinimide 
in % grain (11 mg.) doses six times a week for three weeks 
should be tried. casionally the use of arsphenamine given 
simultaneously with daily intramuscular injections of a mer- 
curial will prevent recurrences of a lesion of this type when the 
newer arsenicals have failed to do so. 
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